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ABSTRACT
Williams, Emily, M.S., Spring 2012

Community Health

Implementation and Evaluation of a Peer Mentor Walking Program for Transitionally
Housed Women in Missoula, Montana
Chairperson: Dr. Annie Sondag
Single women and families with children are rapidly growing segments of the
homeless population (NCH, 2009b). Homeless women generally report a lower quality
of life, and are at a greater risk for various physical and mental health issues than their
housed counterparts (NCH, 2009a). Mental illness, including depression and anxiety,
impacts 20 to 25% of the homeless population in the United States, compared to 6% of
the general population (NCH, 2009b). Social support can serve as a mediating factor
between undesirable life events and depression (La Gory, Ritchey, Mullis, 1990).
Unfortunately, the social support system among homeless individuals is sometimes
eroded by homelessness itself, or the circumstances leading to homelessness.
Additionally, because homeless individuals rarely have access to traditional treatment
services for anxiety and depression, there is a need for different and innovative
depression interventions. The purpose of this project was to implement and evaluate a
peer mentor walking program for women in transitional housing. The program was based
on a thorough needs assessment and was developed as a low-cost means of addressing the
physical, social, and mental health needs of homeless women living in a transitional
housing facility. Nine program participants and nine volunteer mentors were matched and
met for weekly walks. Formative evaluation of the pilot program informed changes that
needed to be made to improve the intervention in the future. A preliminary assessment
off the effects of the program on mental health outcomes indicated the program had the
desired effect on aspects of participants‟ mental health including self-esteem, depression
and anxiety. The results of this pilot study suggest a positive impact for peer mentor
walking programs on the mental health of homeless women. Although further research is
needed, peer mentor walking programs may enhance mental health by increasing selfefficacy with regard to coping with stress through physical activity and positive social
relationships.
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CHAPTER I
INTRODUCTION
The traditional picture of homelessness is that of middle-aged, alcoholic white men living
on “skid row.” While this may have been somewhat true of the homeless population in
the 1980s, the current homeless population is more heterogeneous.

There are an

estimated 3.5 million men, women, and children who experience homelessness each year
(National Coalition for the Homeless [NCH], 2009b). Of these, 17% are single women,
and 30% are families with children (Finfgeld-Connett, 2010). Moreover, homelessness is
not an issue solely in densely populated urban areas. Rural states, including Montana,
also battle with homelessness. Direct service workers in Montana report they are serving
more and more homeless individuals each year (Montana Council on Homelessness,
2006), and the wait lists for transitional housing are increasing.

Mental illness is the third leading cause of homelessness among single adults (NCH,
2009c). Six percent of the general population is affected by a severe mental illness. In
comparison, almost 25% of the homeless population is affected (NCH, 2009c).
Individuals experiencing a severe mental health issue may be unable to maintain
employment or pay rent and often end up on the streets or in emergency shelters. Mental
health issues may also be a result of homelessness. Each case is unique, but in general,
homelessness is accompanied by many stressors including inability to meet basic needs,
being in vulnerable situations, being dependent on others for shelter and food, and a
feeling of lack of control over life events. These stressors put homeless individuals at a
higher risk for mental health issues such as depression and anxiety.
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Mental health is a crucial aspect of quality of life, having the potential to impact physical
health as well. Those with mental health issues may not be able to prevent certain health
issues including respiratory infections, skin diseases, and exposure to tuberculosis or
HIV.

Self-medication is also more common among individuals with mental health

issues; self-medicating with street drugs puts individuals at an increased risk for disease
transmission (NCH, 2009c). Moreover, mental health issues and stress can exacerbate
common illness including the seasonal flu and cold (Craft-Rosenberg, Powell, Culp, &
the Iowa Homeless Research Team, 2000).

Lack of health insurance or resources for adequate health care also intensifies the impact
of many mental and physical health issues among the homeless. Treatment for mental
health issues associated with homelessness, including depression and anxiety, can be a
costly and time-intensive endeavor. Without some sort of insurance coverage, mental
health services are out of reach for most low-income individuals. Furthermore, in an
Australian study, the various forms of treatment for depression were found to be effective
in relieving depressive symptoms in only 35% of cases (Cuijpers et al., 2008). Shifting
the manner in which mental health issues are approached from a treatment-focused
approach to a more prevention-oriented approach has the potential to not only decrease
the global burden of disease, but also be more accessible and effective for those impacted
by mental health issues (President‟s New Freedom Commission on Mental Health, 2004).

In order to determine appropriate mental health promotion strategies for transitionally
housed women in Missoula, a needs assessment was conducted in the spring of 2011 by
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two graduate students at The University of Montana. The transitionally housed women
reported high rates of depression, anxiety, and low self-esteem. Furthermore, they often
lacked the resources needed to access mental health services. After a review of the
related literature, and a consideration of the Self-Efficacy Theory, a peer mentor walking
program was developed. Several small-scale studies have examined the impact of both
social support and physical activity on various aspects of mental health. In many cases,
both social support and physical activity have been shown to either prevent mental health
issues from occurring in the first place, or have a positive impact on existing mental
health issues. The pilot-test of this program that combined both social support and
physical activity methods to enhance mental health provided a starting point for
community-based mental health prevention efforts among homeless women in Missoula,
Montana.

Purpose of the Project
The purpose of this project was twofold. First was to develop and implement a peer
mentor walking program for homeless women living in a local transitional shelter.
Second, to conduct a pilot study to evaluate the effects of this program on specific aspects
of participants‟ behaviors and mental health. Formative evaluation was conducted to
determine how well the program was being implemented and the potential for
sustainability.

The impact of the program was examined by assessing changes in

participants‟ exercise patterns and relationships. Outcome evaluation was conducted by
measuring self-esteem, depression, and anxiety pre-program, post-program, and at two
weeks follow-up.
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Statement of the Problem
Single women and families with children are rapidly growing segments of the homeless
population (NCH, 2009b). Homeless women generally report a lower quality of life, and
are at a greater risk for various physical and mental health issues than their housed
counterparts (NCH, 2009a). Mental illness, including depression and anxiety, impacts 20
to 25% of the homeless population in the United States, compared to 6% of the general
population (NCH, 2009b). Studies indicate that those with more undesirable life events,
fewer social supports, and fewer coping skills are more likely to experience depressive
symptoms. Further, social support can serve as a mediating factor between undesirable
life events and depression (La Gory, Ritchey, Mullis, 1990). The social support system
among homeless individuals is sometimes eroded by homelessness itself, or the
circumstances leading to homelessness. Additionally, since homeless individuals rarely
have access to traditional treatment services for anxiety and depression, there is a need
for different and innovative depression interventions.

Significance of the Study
Given the prevalence of low self-esteem, anxiety, and depression among women who are
homeless, and the positive effect of social support and physical activity on these mental
health issues, it is critical that community health professionals develop low cost, effective
programs to address those issues. This program, Walking on Sunshine, was designed to
give women in a transitional housing facility in Missoula, Montana a source of social
support, in the form of a peer mentor to walk with, in order to prevent or alleviate
depression and improve self-esteem. This study also evaluated the process, impact, and
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outcome of Walking on Sunshine. Funding and resources for homeless women are an
area of national concern, so by offering a community-based intervention that utilizes
volunteer mentors rather than mental health professionals, sustainability is more
probable.
Additionally, the results of this pilot study were shared with case managers and staff at
the local transitional housing facility so that they may initiate or continue the program for
their female residents.

Research Questions
The research questions for this study focus on the formative, impact, and outcome
evaluation of the Walking on Sunshine program for women in transitional housing, and
are as follows:

Formative Evaluation Research Questions
1. To what extent did participants take part in the peer mentor walking program?
a. How many times each week are the mentors and participants walking?
b. What percentage of participants finished the 8-week program?
2. What were the perceived outcomes of participating in the peer mentor walking
program?
a. How much was this outcome valued by program participants?
3. Who supported the participants in their participation in the peer mentor walking
program?
a. How much did participants value the support from these individuals?
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4. What were the barriers to participating in the peer mentor walking program?
a. How influential were these barriers in regard to program participation?
5. What skills and/or resources were needed in order to participate in the peer
mentor walking program?
a. How influential were these skills and/or resources in program
participation?
6. How satisfied were the following parties with the peer mentor walking program:
a. Program participants?
b. Peer mentors?
c. Staff?
7. What changes can be made in order to improve the peer mentor walking program?

Impact Evaluation Research Questions
1. How have the participants‟ exercise habits changed since the beginning of the
mentor walking program?
2. How have the participants‟ social relationships changed since the beginning of the
mentor walking program?

Outcome Evaluation Questions
1. Was there a difference in self-esteem among program participants before,
immediately after, and two weeks after the peer mentor walking program,
Walking on Sunshine?
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2. Was there a difference in level of anxiety among program participants before,
immediately after, and two weeks after the peer mentor walking program,
Walking on Sunshine?
3. Was there a difference in depressive symptoms among program participants
before, immediately after, and two weeks after the peer mentor walking program,
Walking on Sunshine?
4. What were the perceptions of women who participated in the peer mentor walking
program, Walking on Sunshine in regards to:
a. the extent in which the intervention did or did not improve their selfesteem, anxiety, and depression?
b. the aspects of the intervention that were powerful in improving their selfesteem, anxiety, and depression?
c. whether or not the intervention would be beneficial to future women in
transitional housing?

Delimitations
The delimitations of the study were as follows:
1. The study was delimitated to persons receiving transitional housing services from
the transitional housing facility in Missoula, Montana in January, 2012.
2. Data were collected using a pre-, post-, and follow-up- surveys and focus groups.
3. Data collected through the surveys, interviews, and focus groups were restricted
to participants‟ self-report.
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4. The participants for this study were limited to women who volunteered to be a
part of the program.

Limitations
The limitations for this study were as follows:
1. Information gathered in this study from the pre-, post-, and follow-up- surveys
was limited to the voluntary action of the participants completing the
questionnaire.
2. Information gathered in this study from the interviews and focus groups was
limited to participants, mentors, and staff members being able to attend the focus
group or interview and participate.
3. The information collected from the surveys, interviews, and focus groups was
based on self-reporting which can produce socially desirable answers that may or
may not be honest or accurate.
4. The study was limited by the small population of participants in the intervention.
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Definitions of Terms
Anxiety: There are varying levels of anxiety. Feelings of anxiety are a normal reaction to
stress and can help an individual overcome a tense situation or study harder for an exam.
This level of anxiety is healthy. However, when anxiety is exaggerated and excessive,
and an individual dreads everyday situations, or becomes excessively worried
unprovoked, then the anxiety has become a disorder, that has potentially disabling effects
(National Institute of Mental Health, 2011). Symptoms of an anxiety disorder include
persistent worry or fear, difficulty concentrating, fatigue, irritability, sleep problems,
restlessness, and a variety of physical symptoms.

Depression: According to the World Health Organization, depression is a common
mental disorder that presents with lowered mood, loss of interest or pleasure, feelings of
guilt or low self-worth, disturbed sleep or appetite, low energy, and poor concentration.
These problems can become chronic or recurrent and may negatively impact an
individual‟s ability to take care of day-to-day tasks. (World Health Organization, 2011).

Homelessness: The new definition of homelessness as defined by the U.S. Department of
Housing and Urban Development includes four broad categories of homelessness. These
four categories are as follows:
1. People who are living in a place not meant for human habitation, in emergency
shelter, in transitional housing, or are exiting an institution where they
temporarily resided if they were in shelter or a place not meant for human
habitation before entering the institution.
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2. People who are losing their primary nighttime residence, which may include a
motel or hotel or a doubled up situation, within 14 days and lack resources or
support networks to remain in housing.
3. Families with children or unaccompanied youth who are unstably housed and
likely to continue in that state.
4. People who are fleeing or attempting to flee domestic violence, dating violence,
sexual assault, stalking, or other dangerous or life-threatening situations related to
violence; have no other residence; lack the resources or support networks to
obtain other permanent housing (National Alliance to End Homelessness, 2012).

Mentor: A mentor is a nonjudgmental advisor. A mentor is not necessarily a trained
counselor, but is someone who is respected by their mentee. Mentors are perceived by
their mentees as experienced, successful at what they do, and a good role model. A
mentor guides the mentee to self-empowerment by spending quality time and providing
acceptance and support (Lee, 2007).

Pilot study: A pilot study is a “trial study carried out before a research design is finalized
in order to assist in defining the research question or to test the feasibility, reliability and
validity of the proposed study design” (Cambridge Institute for Research, Education and
Management, 2004).

Self-esteem: Self-esteem “is a personal judgment of worthiness that is expressed in the
attitudes an individual holds about him/herself” (Saade & Winkelman, 2002, p. 432).
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Social support: The definition of social support varies from one study to another. For
the purposes of this project, adequate social support indicates a sufficient number of
available others that individual believes she can turn to in a time of need (Saade &
Winkelman, 2002). This number may be different, depending on the individual.

Transitional housing: Transitional housing facilitates the movement of homeless
individuals and families into permanent housing. Individuals may live in these facilities
for up to 24 months where they often receive supportive services such as childcare, job
training, life skills classes, and a furnished apartment. These services help individuals
move toward living independently (HUD, 2009).
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CHAPTER II
REVIEW OF LITERATURE
Since the wage and employment instability of the early 1980‟s, homelessness has been an
area of national concern, not only for men, but for women and families as well. As
previously stated, there are an estimated 3.5 million men, women, and children that
experience homelessness each year (NCH, 2009b). Homeless individuals, women in
particular, generally report a lower quality of life and more mental and physical health
problems than their housed counterparts. Twenty-five percent of homeless individuals are
impacted by mental illness, compared to only 6% of the general population (NCH,
2009c). Further, women are over twice as likely to experience mental health issues as
men. These health issues often go untreated due to a lack of resources and available
effective interventions.

The first part of this chapter discusses aspects of homelessness including the federal act
to support programs for the homeless, transitional housing facilities, and the quality of
life and health status of homeless women. Next is a description of current mental health
treatments or interventions, and research indicating how social support and physical
activity both have a positive impact on various aspects of mental health including
depression, anxiety, and self-esteem. The chapter concludes with a brief description of
two behavior change theories, Self-Efficacy Theory and the Theory of Planned Behavior,
that provide a framework for the proposed program and research questions, respectively.
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Homelessness
Historically, homelessness was not seen primarily as a housing issue, but rather it was
defined as a loss of personal ties and relationships in society. The traditional picture of
homelessness is that of middle-aged, alcoholic white men living on “skid row.” In
reality, “skid row” referred to areas where there were many single room occupancy
hotels, boarding houses, inexpensive eating places, and short-term labor employment
agencies. These areas attracted transient laborers, and these men were not technically
without housing.

Many on “skid row” actually had addresses and places to sleep;

however, they lacked a “normal family life” (Shlay & Rossi, 1992). At the end of World
War II, homelessness was removed from the national spotlight as many renewal efforts
were made across the nation. Homelessness rates resurged in the early 1980s due to
various social and economic forces (Shlay & Rossi, 1992; Weinreb & Rossi, 1995;
Wong, Park, & Nemon, 2006). Key economic factors influencing homelessness were the
inequalities in wages, primarily among the low-wage workers and increasing
unemployment that peaked during this time. The homelessness issue slowly gained
national attention and rates have continued to climb. To this day, homelessness remains a
significant social problem (Wong, Park, & Nemon, 2006).

Today, homelessness refers directly to the housing situations of individuals and its
incidence is higher in the United States than any other industrialized nation (FinfgeldConnett, 2010). It is estimated that 3.5 million men, women and children experience
homelessness each year. Of these, 17% are single women, and 30% are families with
children (National Coalition for the Homeless, 2008 in Finfgeld-Connett, 2010).
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Homelessness is not caused by a single predictable factor. Rather, individuals become
homeless often as a result of many, interrelated life circumstances and social factors. The
increasing number of people living in poverty combined with the lack of affordable
housing options is leading to greater incidence of homelessness. Life circumstances
often leading to homelessness, particularly for women, include domestic violence, sexual
abuse, unemployment, mental illness, and substance abuse (Finfgeld-Connett, 2010).
Poor health can also result in homelessness. A serious illness or injury can begin an
individual or family‟s downward spiral to homelessness as they may lose their job, be
unable to pay rent, and possibly be evicted or lose their house (NCH, 2009a).

Homelessness is not unique to densely populated urban areas. Rural states including
Montana are also seeing growing rates of homelessness. An annual point-in-time survey,
2011 Montana Homeless Survey, conducted in Montana, shows that 2,281 homeless
individuals were identified on the night of January 31, 2011, throughout the state
(Montana Department of Public Health & Human Services [DPHHS], 2011).

This

number may only represent a fraction of the homeless population in the state, as homeless
individuals are often hard to locate. While the number of homeless individuals sleeping
on the street is growing in Montana, the majority are sleeping in tents, cars, abandoned
buildings or staying with family or friends. Further, homeless individuals stay in motels,
hospitals, treatment facilities, jails, and shelters. Due to these factors, it is difficult to
truly quantify the number of homeless individuals in the state and in the nation as a
whole. Nevertheless, surveys show the number is growing from one year to the next, and
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direct service workers report they are serving more and more individuals (Montana
Council on Homelessness, 2006)

In Montana, individuals are homeless due to systemic factors, personal vulnerabilities,
and social policies. In 2006, 60% of respondents reported disability or poverty being the
leading contributor to their homeless status. Included in the disability category of the
survey were drug and/or alcohol problems, mental health issues, physical disabilies, and
HIV/AIDS. Further, having lost a job or not having job skills, eviction, and car problems
were all contained in the poverty category (Montana Council on Homelessness, 2006).
Therefore, the specific causes of why people are homeless in Montana cover a wide range
of issues, making each situation unique.

According to the U.S. Census Bureau (2011), 89% of Montana residents are white.
However, only 69% of the homeless individuals surveyed in 2006 reported being white
(Montana Council on Homelessness, 2006). Minorities in Montana, especially American
Indians, were disproportionately represented among the homeless individuals surveyed.
American Indians make-up about 6% of the Montana population, but 20% of the survey
respondents identified as American Indian. Other minority groups in Montana, including
Hispanic/Latinos, Blacks, Native Hawaiians, Asians and others, were also overrepresented in the 2006 Survey of the Homeless (Montana Council on Homelessness,
2006).
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The McKinney-Vento Homelessness Assistance Act
The McKinney-Vento Homelessness Assistance Act of 1987 was the federal
government‟s first response to homelessness (NCH, 2006). As the number of individuals
and families needing support services related to homelessness rose in the early 1980s,
responsibility was primarily a local issue. It was believed that homelessness would be
contained at the end of the recession that was happening at that time, and efforts included
short-term emergency shelters and emergency food programs for those in need (Wong,
Park, & Nemon, 2006). At that point, President Reagan did not view homelessness as a
national issue. Only after homelessness continued through the more stable economic
times of the later 1980s, and an in-depth advocacy campaign was carried out, did
President Reagan sign the law in 1987.

To this day, it remains the only major federal legislative response to homelessness (NCH,
2006). The act has undergone several amendments and currently has nine titles. Title IV
authorizes the emergency shelter and transitional housing programs administered by
HUD, including the Emergency Shelter grant program, the Supportive Housing
Demonstration Program, Supplemental Assistance for Facilities to Assist the Homeless,
and Section 8 Single Room Occupancy Moderate Rehabilitation. While the act has
indeed created many valuable programs that have saved lives and helped many across the
nation regain stability, it has not ended homelessness. The only way to end homelessness
is to address the root causes, but until then, this act remains an important component of
the response to homelessness (NCH, 2006).
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In addition to the federal government‟s involvement with homelessness, it is important to
note that most of the response toward homelessness is rooted in the private sector. Since
the 1980s, churches, private charities, social agencies, and religious groups have
continued to raise funds, obtain abandoned buildings, volunteer their time, and recruit
staff to set up various programs for homeless individuals in their community (Weinreb &
Rossi, 1995). Many programs today receive funds from a combination of private, local,
state, and federal government funding sources.

Transitional Housing
The Continuum of Care (COC) model for homeless service delivery was a result of the
McKinney-Vento Act. This model is meant to address homelessness at various levels
and meet the various needs of the different subgroups of homeless individuals and
families across the nation (Wong, Park, & Nemon, 2006).

Emergency shelters,

transitional housing, and permanent supportive housing are the three predominant types
of programs that lie within COC. These programs vary in terms of maximum allowed
length of stay, the range and type of support services available, and the type of
individuals and/or families served (Fischer, 2000).

Emergency shelter programs are perhaps more well-known in the general population, but
represent a decreasing number of the residential homeless programs across the nation. In
early studies of homelessness by HUD, emergency shelters represented almost all of the
residential homeless programs available. However, in a 1996 survey, only 47 percent of
the programs were emergency shelter programs.
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Furthermore, 37 percent were

transitional housing programs, and 16 percent were permanent supportive housing
programs. Emergency shelter programs are meant to be the entry point to the COC, and
provide short-term housing and services to meet the immediate needs of individuals.
Individuals who seek assistance from an emergency shelter program vary considerably,
from recently homeless individuals, with few if any health problems, to chronically
homeless individuals with severe disabilities.

Different from emergency shelter programs, transitional housing programs were designed
to provide an interim residence and support services for those who may not have current
access to permanent housing (Wong, Park, & Nemon, 2006). The goal of transitional
housing is to promote “housing readiness” and self-sufficiency through various services
including case management, employment training, life skills courses, and housing
assistance. The efficacy of transitional housing programs has been a topic of concern
since their inception after the McKinney-Vento Act. An initial report by the United
States General Accounting Office ([GOA],1991) measured client success by whether the
participants left their transitional housing residence with housing and a source of income.
About 40 percent of clients surveyed had satisfied these conditions upon leaving the
transitional housing program; half of the 40 percent were in households where one adult
had found employment and the other half received income from social security or some
form of public assistance. This report also indicated that the more time individuals spent
in the program and the more services they utilized, the more likely they were to succeed.
Further, individuals without mental health or substance abuse issues were more likely to
succeed than those with issues (GOA, 1991).
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The long-term effects of transitional housing programs remain inconclusive, but various
research studies have identified short-term benefits of these programs including that
transitional housing programs are better than the alternative of being un-housed (Tsai,
Mares, & Rosenheck, 2010; Weinreb & Rossi, 1995), offer a variety of intensive services
(Shlay & Rossi, 1992), and promote employment preparation and receipt of public
assistance (Fischer, 2000).

The third level of the COC includes permanent supportive housing programs designed for
individuals with disabilities so severe that they are unable to maintain independent
housing without support. These programs are long-term and residents participate in
mainstreamed services in the community.

Most residents of permanent supportive

housing programs were previously homeless and have serious mental illness, chronic
substance abuse problems, physical disabilities, or AIDS and related illnesses (Wong,
Park, & Nemon, 2006).

Local Transitional Housing Facility
The local transitional housing facility is a nationally recognized transitional housing
facility that began serving homeless families in 1991. This transitional housing program
is part of a non-profit organization in Missoula that offers a wide variety of programs and
services in order to “reach out in faith to provide food, shelter, clothing, and essential
services to the community‟s hungry and homeless.” A major goal of the facility is to
break the generational cycle of poverty and homelessness.

In order to be eligible,

families must be considered homeless and income qualified. Families can stay there for
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up to two years. During their stay, they receive case management, life skills classes, job
training, and financial training. The local transitional housing facility offers a stable and
encouraging environment where families can work toward independence and selfsufficiency (Poverello Center, Inc., 2006).

Homelessness among Women
Concurrently with changing economic trends, the number of homeless women and
families is increasing nation-wide. The term “new homeless” has been used to define this
segment of the homeless population (Finfgeld-Connett, 2010; Montgomery, 1994). In
Montana, according to the 2011 Montana Homeless Survey, there are more homeless men
(1,524) than women (718).

However, homeless women are more likely to have

accompanying family members and/or children (Montana DPHHS, 2011). Specific to
Missoula County, 110 women were surveyed for the 2010 Montana Homeless Survey
(Montana DPHHS, 2010). Of these, 49% were single with children and 28% were alone
without children. Seventy-eight percent of the respondents identified themselves as being
white, while another 14.5% identified as American Indian. The women ranged in age
from under 18 to 61 years old, and had varying levels of education from no high school
diploma or GED to a Bachelor‟s degree. All cited surveys collected data from the
sheltered and unsheltered homeless.

According to a meta-analysis by Finfgeld-Connett (2010), becoming homeless is a
gradual process that often begins in early childhood. Certain features of early life
increase the likelihood of homelessness as an adult, particularly for women. These
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features include abuse, neglect, abandonment, transience, poverty, and parental mental
health issues. Young girls in these situations are less likely to have developed problemsolving or critical thinking skills by the time they reach adulthood. As a result, they often
choose unsafe or maladaptive behaviors and situations that contribute to their homeless
status.

For some women, homelessness is an essential step taken in order to break away from a
previous maladaptive relationship or situation including domestic violence, drug or
substance abuse, and violence. Women remove themselves from the situation after they
believe all other options have been exhausted. Some studies show domestic violence to
be the leading predictor of homelessness (Montgomery, 1994), and according to the
American College of Obstetrics and Gynecologists (2010), of all homeless women,
anywhere from 20 to 50% become homeless as a result of fleeing an abusive relationship.

Quality of Life
In general, compared to housed women, the quality of life of women who are homeless is
poor due to multiple complex stressors. Homelessness is one of the least desirable life
events imaginable, and comes with many chronic and daily stressors. Many women
struggle to obtain food, shelter, and health care. Being unable to meet their basic needs is
of course detrimental to their quality of life. Because they are in a vulnerable and
sometimes desperate situations, women who are homeless may find themselves forming
unhealthy attachments with men who may be violent or abusive (Finfgeld-Connett,
2010). Also contributing to a poor quality of life may be flawed problem-solving and
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decision-making skills. Particularly when women have lived in poverty or homeless
situations for a long period of time, they may not have ever been able to develop
appropriate skills to deal with life‟s stressors. Further, women who have dealt with a
lifetime of abuse and neglect may have feelings of powerlessness, helplessness, and
shame (Fingfeld-Connett, 2010). These feelings are detrimental to quality of life and
mental health.

Health Status
Women who are homeless are more susceptible to a multiplicity of mental and physical
health issues. Moreover, poor health can be both a cause and a result of homelessness
(NCH, 2009a).

According to Belle and Doucet (2003), among women, poverty is one of the most
consistent predictors of depression. It is reported that severe mental illness affects 20 to
25% of the homeless population in the United States, compared to 6% of the general
population (NCH, 2009c). Mental illness was the third leading cause of homelessness
among single adults reported in a 2008 survey performed by the U.S. Conference of
Mayors (NCH, 2009c). Moreover, the National Institute of Mental Health (2008) reports
that women are about twice as likely as men to experience mental illness during their
lifetime. Adverse life events for poor women are often more frequent, more threatening,
and more uncontrollable than the life events for those in the general population. Despite
being at high-risk for depression, poor women are rarely able to receive mental health
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services (Belle & Doucet, 2003). Mental health issues among homeless women will be
discussed more in following sections.

Not only is the mental health of women compromised by homelessness, but so is physical
health. Moreover, mental health may directly impact physical health in that those with
mental illness might not be taking the necessary precautions to prevent certain diseases,
especially diseases related to inadequate hygiene including respiratory infections, skin
diseases, or exposure to tuberculosis or HIV. Those with mental health issues may also
be more likely to self-medicate with not only drugs or alcohol, but also street drugs,
putting them at risk for disease transmission via injection drug use (NCH, 2009c).

According to Craft-Rosenberg, Powell, Culp, and the Iowa Homeless Research Team
(2000, p. 886), “Homeless individuals are more likely to have health problems than are
non-homeless individuals.” Further complicating the health status of homeless
individuals, particularly women, is that 15.3 percent of the population does not have
health insurance according to the 2007 United States Census Bureau. The likelihood of
an individual having insurance is linked closely to their annual income. Almost 25
percent of Americans who make less than $25,000 each year are uninsured. Moreover,
70 percent of individuals receiving services through the Health Care for the Homeless
program do not have health insurance (NCH, 2009a).

Not only is lack of insurance a contributor to homelessness in that sometimes people are
forced to choose between paying their rent or their medical bills, but it can also contribute
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to the poor health status of those already homeless. Heart disease, cancer, liver disease,
kidney disease, skin infections, HIV/AIDS, pneumonia, and tuberculosis are all common
among homeless individuals (O‟Connell, 2005), and the lack of health insurance makes it
unlikely these individuals will receive adequate or timely health care. Other barriers to
health care exist among homeless individuals including lack of knowledge about diseases
or how to get treatment, lack of access to medical services, embarrassment, inability to
fill out forms, nervousness about answering questions properly, and self-consciousness
about appearance and/or hygiene, especially if living on the streets (NCH, 2009a).

Common illnesses, including the seasonal cold or flu, can easily escalate into more severe
problems among homeless individuals due to ongoing stress, exposure, and lack of
treatment options. Malnutrition, dental problems, family planning issues, genitourinary
problems, and sexually transmitted diseases also negatively impact women who are
homeless at disproportionate rates to their housed counterparts (Silver & Pañares, 2000).
Consequently, homeless individuals are three to four more times likely to die than the
general population, and homeless men and women are at similar risks of premature
mortality, even though women generally have a higher life expectancy (NCH, 2009a).

Addressing Mental Health
As mentioned, it is reported that severe mental illness affects 20 to 25% of the homeless
population in the United States, compared to 6% of the general population (NCH, 2009c).
Mental illness was the third leading cause of homelessness among single adults reported
in a 2008 survey performed by the U.S. Conference of Mayors (NCH, 2009c), and is the
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leading cause of disability in not only the United States, but Canada and Western Europe
as well (President‟s New Freedom Commission on Mental Health, 2004). Mental illness
has severe consequences at the individual, familial and societal level. Suicides as a result
of preventable and untreated mental illness cause more deaths each year throughout the
world than homicide or war. Further, the financial cost of mental illness is extremely
high at an estimated $79 billion each year. Of the $79 billion, approximately $63 billion
represents the loss of productivity as a result of mental illness (President‟s New Freedom
Commission on Mental Health, 2004).

Treatment after diagnosis is the current way mental health professionals approach mental
illnesses. However, treatment effectiveness is debatable in some cases. Studies out of
Australia have shown that existing treatments used in the mental health arena do not
reduce the burden of depressive disorders by more than 35%.

This includes both

pharmacological and psychological methods for treatment (Cuijpers et al., 2008). In the
research arena, prevention of mental illness is a topic of resurging popularity.

For economic and practical reasons, universal prevention which targets the entire
population may not be the best route for efforts.

Rather, selective prevention

interventions that target high-risk groups might be most effective in preventing certain
mental health issues, including depression and anxiety. Specific to depression, this
notion is supported by a meta-analysis conducted by Beekman et al. (2010) regarding
preventing depression in high risk groups. They conclude that “focusing attention on
high-risk groups is likely to be more fruitful than adopting universal prevention
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strategies” (p. 11), and cite various depression prevention programs that led them to this
conclusion.

Beekman et al.‟s findings are particularly applicable to women who are homeless as they
are at an increased risk for developing mental health issues due to varying social and
economic factors. For this group of high-risk individuals, prevention, followed up by
treatment when necessary, may be an effective way to improve mental health and quality
of life. Specific to self-esteem, depression, and anxiety, interventions incorporating
social support or physical activity have shown to be particularly successful and are
discussed in more detail below.

Impact of Social Support on Mental Health
Social support, or the lack thereof, and its impact on various aspects of mental health
have been heavily researched. The level of social support can be a predictor of mental
health among the general population as well as among homeless populations (Toro,
Tulloch, & Ouellette, 2008), but unfortunately, people who are homeless often lack the
social support that most people depend on in particularly hard or stressful situations. One
study found that homeless women in emergency shelters and transitional housing could
count on fewer people in times of need, had less contact with friends and family, and
received less support from family members than housed women (Leticq, Anderson, &
Koblinsky, 1998). Stigmatization of homeless individuals with disabilities, substance
abuse issues, or HIV, and alienation from family and friends often leads to their lack of
adequate social support (Health Care for the Homeless Clinicians‟ Network, 2004). Lack
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of social support, particularly during stressful life events such as homelessness, is
associated with low self-esteem, anxiety, depression, and other mental health issues
(Toro, Tulloch, & Ouellette).

Promoting or providing social support is becoming popular in current community-based
interventions. Even national government summaries have noted the importance of peer
support services in the mental health care system (President‟s New Freedom Commission
on Mental Health, 2004; U.S. Department of Health and Human Services, 2004). Peerbased Interventions strive to use social support to mediate the depressed moods often
caused by negative or new life events. Additionally, when volunteer peers are utilized,
costs and barriers of utilizing traditional mental health services can be avoided.
Nonprofessional peers are available for many circumstances, and at little to no cost
(Pfeiffer, Heisler, Piette, Rogers, Valenstein, 2010).

Depending on the intervention, the term “peer” can take on a variety of meanings. In an
attempt to define peer support for the health care arena, Dennis describes peer support as
the “giving of assistance and encouragement by an individual considered to be equal”
(2003, p. 323).

It is important to note that a peer is neither a lay helper nor a

paraprofessional. While the use of peer support among homeless populations has not
been documented, peer support interventions with other marginalized populations
including low-income new mothers, socially isolated individuals, gay men (Dennis,
2003), and victims of domestic violence (Taft, Small, Hegarty, Watson, Gold, & Lumley,
2011) has been.
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Social Support and Depression
Results from individual trials utilizing peer support in mental health interventions are
varied; some have found peer based support to be effective in preventing depressive
symptoms (Dennis et al., 2009; Taft, Small, Hegarty, Watson, Gold, & Lumley, 2011),
while others have been inconclusive, but promising (Dennis, 2003; Murphy, Cupples,
Percy, Halliday, & Stewart, 2008). Peer support interventions for depression have been
used in a variety of populations including postpartum women, cancer patients, selfidentified depressed women, caregivers, elderly individuals, and mothers of preschoolage children (Pfeiffer et al., 2010).

Pfeiffer et al. (2010) conducted a meta-analysis on the efficacy of peer support
interventions for depression. Seven of the studies in the meta-analysis compared a peer
support intervention to usual care. Most of the subjects in these seven studies were
female, and there was a significantly greater reduction in mean depression scores in the
peer support group than in the usual care group. Final results of their meta-analysis
concluded that these interventions help reduce depression symptoms, but that additional
larger randomized controlled trials are needed.

Social Support and Anxiety
The limited research regarding social support and anxiety indicates that social support is
often related to a decrease in anxious feelings.

In a study of parents with ill children,

social support groups were recommended to reduce the stress, anxiety, and worry of these
parents (Bayat, Erdem, & Kuzucu, 2008).
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Furthermore, in a study of women

experiencing stillbirths, the anxiety of women with higher perceived family support was
significantly lower than their counterparts with low perceived family support (Cacciatore,
Schnebly, & Froen, 2008). The stress and anxiety buffering effects of social support
were also documented in a study of low-income pregnant women (Norbeck & Anderson,
1989). While the relationship between social support and anxiety has not been heavily
researched in the general population, the fact that the relationship has been shown in
these specific populations facing particularly stressful life events gives reason to measure
the relationship in a population of transitionally housed women.

Social Support and Self-Esteem
Self-esteem is an important aspect of mental health and well-being. Individuals with
higher self-esteem generally experience fewer symptoms of depression and anxiety
(Elavsky, 2010).

Self-esteem is alterable, and research has proven that it can be

influenced by social support. In a study of individuals with mental health issues, it was
determined that when peer contact was present, client‟s self-esteem increased
(Verhaeghe, 2008). Women, in particular, tend to develop their self-esteem based on their
relationships. Therefore, without positive social relationships, it is difficult to develop
and maintain positive self-esteem. This idea is the premise of the self-in-relation theory
(Peden et al., 2004; Surry, 1985) which states that close relationships offer women a
validation of self-esteem and serve as a buffer from stress. Further, the positive impact of
social support on self-esteem is often cyclical in that as a result of an increase in selfesteem, individuals are motivated to establish and maintain additional social relationships
(Pyszczynski, Greenberg, Solomon, & Arndt, 2004).
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Impact of Physical Activity on Mental Health
It is now well established that physical activity can have a positive influence on mental
health. This finding is consistent regardless of certain life stressors. Craike, Coleman,
and MacMahon (2010) concluded that leisure time physical activity may serve as a
coping resource among individuals who are faced with particularly traumatic events that
require significant personal adjustment.

Moreover, one study showed that the

relationship between physical activity and mental health is always positive, and among
women, this relationship occurs regardless of the level of intensity (Asztalos, De
Bourdeaudhuij, & Cardon, 2009).

The explanation regarding the effectiveness of physical activity on aspects of mental
health is that exercise might interfere with negative thoughts (Jorm, Christensen,
Griffiths, & Rodgers, 2002). These negative or irrational thoughts are what often lead to
the mental health issues of interest in this study: depression, anxiety, and self-esteem.
Furthermore, from a physiological perspective, exercise can increase the levels of the
neurotransmitters that buffer stress and depressed moods (Jorm et al., 2002). More
strenuous forms of exercise also release endorphins, which can be described as a “natural
painkiller.”

Physical Activity and Depression
The association between physical activity and depression has been extensively
researched, and it is generally accepted that increased physical activity can reduce
feelings of depression. In a meta-analysis of the effectiveness of various complementary
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and self-help interventions for depression, exercise was one of the methods with the best
evidence for effectiveness (Jorm et al., 2002). Particularly of interest is that participation
in physical activity has been found to decrease feelings of depression specifically among
women (Teychenne, Ball, & Salmon, 2008). Moreover, specifically among women, a
low level of physical activity has been found to be associated with a greater risk of
depression (Mikkelsen, Tolstrup, Flachs, Mortensen, Schnohr, & Flensborg-Madsen,
2010).

Physical Activity and Anxiety
Physical activity has been shown to reduce anxiety both among individuals diagnosed
with an anxiety disorder and among individuals without a diagnosed anxiety disorder but
who have occasional anxious feelings, including feelings of uneasiness, apprehension,
tension, fear, worry, and concern (Conn, 2010). In a study assessing various effective
complementary or self-help interventions for anxiety, exercise was found to be one of the
more effective methods for generalized anxiety disorder, and aerobic physical activity
was found more effective than anaerobic physical activity, including strength and
mobility exercises (Jorm, Christensen, Griffiths, Parslow, Rodgers, & Blewitt, 2004).

In a meta-analysis by Conn (2010), specific criteria for physical activity interventions
addressing anxiety were identified. First, interventions with supervised physical activity
were more effective than those interventions without. Conn speculates that a supervisor
may provide guidelines for intensity, duration, and frequency, in addition to providing
needed social support to the client. The intensity of physical activity was also important
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in regards to impacting anxiety, and low-intensity physical activity had insufficient
effects.

Physical Activity and Self-Esteem
In a two-year longitudinal study of middle-aged women, participants in a walking
intervention had a higher increase in self-esteem than did women in the control group or
yoga intervention group.

While the increase in self-esteem was noted, it is not

necessarily a direct result of physical activity. Rather, it is an indirect route in which
increased physical activity increases self-perceptions related to physical condition and
body attractiveness, which in turn increases global self-esteem (Elavsky, 2010).
Regardless of the mechanism, this relationship is important. Self-esteem is a critical
component of mental health, and an enhanced or high level of self-esteem is often related
to lower levels of depression and anxiety.

Additionally, a study evaluating the impact of an 8-week walking program with middleaged women found that women in the intervention showed significant improvements in
not only their timed mile walk and diastolic blood pressure, but also in self-reported selfesteem (Palmer, 1995).

Self-Efficacy Theory
The Self-Efficacy Theory was developed by Albert Bandura in 1977, and remains one of
the most widely-used behavior change theories in health education. Self-efficacy refers
to the belief in one‟s own ability to successfully accomplish a behavior or action.
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Therefore, self-efficacy directly affects behavior. Individuals are more likely to attempt a
task if they believe they can succeed, and less likely to make an attempt if they believe
they will fail. Individuals with high self-efficacy toward a certain behavior, or a more
efficacious outlook in general, are more likely to approach challenging or threatening
tasks with confidence (Hayden, 2009).

Self-efficacy can be enhanced via four factors: vicarious experience, mastery experience,
verbal persuasion, and physical and emotional states. Vicarious experience refers to the
observation of other‟s successes and failures. These observations are most influential
with the models are similar to one‟s self. When a model is successful in a behavior or
action, the observer‟s self-efficacy is likely to increase. On the other hand, when a model
fails, an individual‟s self-efficacy is threatened.

Mastery experience occurs when an attempt to do something results in success. This
mechanism for increasing self-efficacy might be the most influential. Moreover, mastery
can be facilitated by completing smaller goals before moving to larger goals. By
completing small goals first, mastery is gained, giving an individual a greater sense of
self-efficacy when approaching a larger task. In order to develop a strong sense of selfefficacy, difficult tasks need to be attempted, in addition to smaller tasks, in order to
overcome obstacles and adversity.

The third mechanism through which self-efficacy can be enhanced is verbal persuasion.
If individuals are persuaded they can achieve a task, they are more likely to do so. This
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verbal persuasion can be very influential when it comes from a credible and respected
source, however, it is not as influential as vicarious or mastery experience (Siegle, 2000).
Conversely, if individuals are told they cannot do something successfully, self-efficacy
often decreases, and they may give up quickly.

Emotional arousal, according to Self-Efficacy Theory, is the last mechanism influencing
self-efficacy. Emotional arousal refers to the physical and emotional states that an
individual feels while attempting a task. If an individual feels fear, anxiety, worry or
stress about a particular task, they are less likely to perform the task; or, if they try to
perform, they are more likely to fail. These emotions heavily influence self-efficacy.
When emotional states are identified and addressed, then an increase in self-efficacy is
possible (Hayden, 2009).

Theory of Planned Behavior
The Theory of Planned Behavior was developed by Ajzen and Fishbein in 1980, and is an
expansion of the Theory of Reasoned Action developed by Fishbein in 1967. The Theory
of Planned Behavior is based on the concept of intention. Intention refers to the extent to
which an individual is ready to engage in a certain behavior. This theory states that the
three constructs, behavioral attitudes, subjective norms, and perceived behavioral control,
all influence an individual‟s intention which in turn influences whether or not they adopt
the behavior (Hayden, 2009).

Behavioral attitudes refer to the attitude about and value placed on the outcome of a
certain behavior. If the outcome of a behavior is viewed as positive or as a good thing,
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then the individual‟s attitude will be favorable. This attitude increases their intention,
and, ultimately, their likelihood of engaging in the behavior. However, if their attitude
toward the outcome is negative, then the likelihood of them completing the behavior is
low.

Also influencing intention is subjective norm. Subjective norms are the perceived social
support or pressure to engage in a particular behavior or activity.

How much an

individual values the support or pressure from others, or how and to what extent they
wish to comply, is also an aspect of subjective norms. Important people influencing
subjective norms might include family members, friends, peers, health care providers, or
others that are held with high regard.

Perceived behavioral control was added to the original Theory of Reasoned Action
because this theory was not useful in predicting behavior when an individual believed
they had no control over the behavior. The only difference between the Theory of
Reasoned Action and the Theory of Planned Behavior is that the latter theory includes the
construct of perceived behavioral control. Perceived behavioral control is similar to selfefficacy or one‟s belief in their ability to complete a task. However, self-efficacy refers to
a belief in “ability” whereas behavioral control refers to perceived “control” over
performance of a particular behavior. Perceived behavioral control is impacted by the
beliefs an individual has regarding the internal and external factors that may hinder or
facilitate a particular behavior (Sharma & Romas, 2012).

Examples of internal or

external factors might include knowledge, skills, access, and resources. Also important is
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the perceived influence or power that these internal and external factors have in the
hindrance or facilitation of the behavior (Hayden, 2009; Sharma & Romas, 2012).

Conclusion
Those who are homeless are at an increased risk for physical and mental health issues.
These health issues have detrimental impacts on the quality of life of those affected.
Because the causes of homelessness specifically among women lead to a decline in
mental health and quality of life, the literature supports the need for more low-cost
mental illness prevention programs. With a shift in emphasis to prevention, we may see a
reduction in the global burden of disease caused by mental health issues including
depression and anxiety. Both social support and physical activity have been linked to an
increase in mental health in terms of increased self-esteem and decreased symptoms of
depression and anxiety.

These links have been observed not only in the general

population, but also in populations with additional stressors and/or demanding life
experiences. These findings make the use of social support and physical activity a viable
option for the prevention of mental health issues among women in transitional housing.
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CHAPTER III
METHODOLOGY
The purpose of this project was to organize, implement, and evaluate a peer mentor
walking program pilot study designed to prevent or alleviate low self-esteem, anxiety,
and depression among women in transitional housing.

Program Development
The proposed program, Walking on Sunshine, was developed based on a thorough needs
assessment using the PRECEDE logic model (Green & Kreuter, 2005) conducted spring,
2011. This needs assessment identified the health related needs of women who are
homeless in Missoula, Montana. The first phase of the PRECEDE logic model is to
assess the quality of life of the target population. Researchers carried out the first phase
of the model by conducting surveys with women in transitional housing, and completing
interviews with local key informants. Results of the first phase of research revealed that
this population had a lower than average quality of life, and that housing, poverty, and
unemployment were the main negative determinants of quality of life.

In the second phase of the PRECEDE model student researchers assessed the health
issues of these women. Over half of the women surveyed reported mental health issues
including depression and anxiety. Telephone interviews were conducted during the third
phase of the model and allowed the student researchers to assess the behavioral and
environmental factors that contributed to the identified mental health issues. Lack of
coping skills, lack of social support, and the lack of sunlight were the three main factors
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identified. In the fourth phase, student researchers identified factors that influence a lack
of coping skills, lack of social support, and the lack of sunlight via focus groups with the
target population and with the key informants. Almost twenty independent influencing
factors were identified, and of these, student researchers focused on the factors that were
the most important to the target population in contributing to overall mental health and
the most changeable according to previous research. The most important and changeable
factors identified were: 1) Lack of knowledge about what comprised a trusting
relationship, 2) Lack of encouragement to form and maintain relationships, 3) Lack of
confidence and self-esteem, 4) Lack of support from someone trustworthy, 5) Desire to
use physical activity as a coping skill, 6) Lack of encouragement from others to want to
actively cope, and 7) Lack of encouragement to go outside for physical activity.

After student researchers analyzed the most important and changeable influencing
factors, a lack of self-efficacy among the target population seemed to be the overriding
theme. Self-efficacy in terms of utilizing active coping strategies, building trustworthy
social relationships, and participating in physical activity was lacking. Moreover, the
ability to do these things was important to the target population, and they desired to be
able to make changes.

Self-efficacy theory proposes that self-efficacy can be enhanced through four
mechanisms. Below is a brief description these four mechanisms and how they were
addressed by the peer mentor walking program, Walking on Sunshine:
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1. Vicarious Experience occurs by observing others complete a specific
behavior. In order for vicarious experience to increase self-efficacy, the model
must be someone similar to the observer.
For the purposes of this project, female peer mentors were matched
with program participants based on commonalities in age, race, education, and
life experience when available.

These mentors were asked to model

engagement in the peer mentor walking program and a positive social
relationship which the participants could observe and in turn increase their
own self-efficacy or confidence in program participation and building or
maintaining social relationships.
2. Mastery Experience occurs by personally experiencing and being successful
at a specific task or behavior. One way to gain mastery experience is to start
small, and accomplish small tasks before moving on to the larger behavior
change.
In this program, participants walked with their mentor once a week.
When they completed this smaller task of weekly walking with one peer
mentor, they may have an increased self-efficacy allowing them to have
attempted additional walking each week or pursuing additional social
relationships.
3. Verbal Persuasion is the verbal support and encouragement given by others.
The peer mentors were a source of verbal persuasion for the
participants of the walking program.

Not only were they model active

participation in the program by being dependable, but they were also asked to

39

verbally share their beliefs in the participant‟s ability to succeed at the weekly
walking program and to continue walking and building relationships after the
program ends.
4. Emotional States refers to the emotions the body feels before or during a task
or behavior. When these states are negative or discouraging, an individual is
likely to terminate the attempt, and, conversely, if the emotional states are
positive, then the behavior will likely continue.
In this program, peer mentors were asked to model positive emotional
states related to being physically active. This program provided participants
with an outlet from their daily activities, they were in the company of a
motivational peer mentor, and they were given the opportunity to feel stress
relief and the positive effects of physical activity.
(Bandura & Adams, 1977; Hayden, 2009)

The program was designed to give women in transitional housing the support they need
to increase self-efficacy toward utilizing active coping strategies, building social
relationships, and participating in physical activity. In turn, these behaviors have the
potential to enhance the mental health status of the program participants.

The Peer Mentor Walking Program
The peer mentor walking program was designed as an 8-week intervention. Based on a
meta-analysis of depression interventions by Jane-Llopis, Hosman, Jenkins, and
Anderson (2003), interventions with less than eight sessions did not provide enough time
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for acquisition and practice of new skills or behaviors. In the meta-analysis, it was
concluded that there was no difference regarding the length of time between interactions.
The CDC (2011) recommends 30 minutes of moderate-intensity aerobic physical activity
five days each week in order for adults to maintain and promote wellbeing. Moderateintensity physical activity is described as working hard enough to increase heart rate and
begin to sweat. Because only one 30-minute walk each week occurred with their mentor,
participants were encouraged to walk additional times throughout the week with their
children, with other participants, with friends or family, or alone in order to meet the
recommended guidelines. The rationale behind only one meeting each week with a
mentor was that over the course of the program, participants will gain the self-efficacy
and motivation through mechanisms previously described, and be able to initiate physical
activity on their own.

Specifically, the following strategy objectives were identified for the peer mentor
walking program:
1. Participants of the peer mentor walking program will meet with a peer mentor
eight times.
2. Participants of the peer mentor walking program will demonstrate an increase
from baseline in self-esteem scores based on the Rosenberg Self-esteem Scale.
3. Participants of the peer mentor walking program will demonstrate a decrease from
baseline in depressive symptom scores based on the Center for Epidemiological
Studies Depression Scale.
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4. Participants of the peer mentor walking program will demonstrate a decrease from
baseline in anxiety scores based on the Generalized Anxiety Disorder Scale.

Implementation Plan
The implementation plan for Walking on Sunshine was as follows:
1. Welcome Gathering. A welcome gathering was held on a weeknight at the local
transitional housing facility Community Center. At this gathering, participants
and mentors met, introduced themselves, decided on a meeting time, and
discussed their mentoring agreement (see Appendix A). Dinner and beverages
were provided, and those who attended participated in an “ice breaker” activity
(see Appendix B). The program planner reminded participants and mentors about
the program details, and was available for questions. Pedometers, walking shoes,
walking log (see Appendix C), and participant handouts (see Appendix D) were
distributed to program participants.
2. Weekly Walks.

The week following the welcome gathering, mentors and

participants began walking on a weekly basis at their prearranged time. If a
mentor or participant needed to cancel or reschedule a meeting, they either
arranged it during the walk prior or notified the program planner who then
notified the other party. Participants recorded weekly walks with their mentor, as
well as any other walks they took, in their walking log.
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Research Design
The research aspects of this project included formative, impact, and outcome evaluation
methods. Formative evaluation is described as “evaluation that is carried out partway
through a program or intervention to identify any needed „mid-course‟ adjustments”
(Simons-Morton, Greene, & Gottlieb, 1995, p. 220). Sometimes the terms “process
evaluation” and “formative evaluation” are used interchangeably.

The distinction

between the two, however, is that formative evaluation is often done during a pilot study
to gather feedback regarding the process and evaluation of a program. This feedback is
then used to modify program components, instruments, and data collection procedures,
accordingly. For this project, formative evaluation data was collected via three methods
(see Figure 1). Data from each of these three sources was used to inform changes and
modifications that should be made for future programs in order to have a greater impact
on mental health issues faced by women in transitional housing.

Focus group
with program
participants

Formative
Evaluation
Data
Interviews with
staff at the
transitional
housing facility

Focus group(s)
with mentors

Figure 1. Formative evaluation data sources for the proposed peer mentor walking program pilot study.
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Impact evaluation was conducted in order to assess the immediate effects of the program
behaviors, specifically, engagement in physical activity and social relationships. Outcome
evaluation of the program was conducted in order to gain feedback regarding various
aspects of mental health of participants. Outcome evaluation takes place after a program
or intervention and determines whether or not the program had the desired impact on
participants, and if it should be continued or modified for future use (Simons-Morton,
Greene, & Gottlieb, 1995).

A non-experimental design was utilized, and data was

collected via pre-, post-, and follow-up surveys. Non-experimental designs are applicable
in community settings, and can answer the question, “Did the program meet its
objectives?” by measuring the same variables among the same group before and after an
intervention, and then comparing the results (Simons-Morton, Greene, & Gottlieb).

Target Population
The target population for this project was women over the age of 18 living at a local
transitional housing facility in Missoula, Montana in January 2012.

Protection of Human Subjects
All research materials were approved by the Institutional Review Board (IRB) at the
University of Montana to ensure protection of human rights (see Appendix E).
Information and data for this project was collected on a voluntary and confidential basis.
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Recruitment of Peer Mentors
Mentors for the peer mentor walking program were recruited through various methods.
The volunteer opportunity was posted on the Western Montana Volunteer Center website,
craigslist.com, and the Missoula Aging Services newsletter.

The volunteer mentor

opportunity was also discussed at all of the Poverello Center volunteer orientations that
were put on by the volunteer coordinator. Each interested individual was required to
complete the volunteer orientation at the Poverello Center, as well as a screening
interview with the program planner.

Upon recruitment, mentors received an

informational booklet defining the typical mentor process, what it means to be a mentor,
aspects of effective communication, and who to contact with concerns. Lastly, a thirty
minute mentor orientation was held at the local transitional facility before the welcome
gathering.

A peer mentor is defined as someone who is a nonprofessional with similar stressors or
health problems to those of the target population. Utilizing peer support promotes the
mutual support from an experienced peer (peer mentor) to a novice peer (program
participants) (Pfeiffer et al., 2010). Mentors were recruited based on characteristics such
as age, race, previous life experience, etc., that they share with women of the target
population when possible. Many mentors who were recruited were students at The
University of Montana and did not closely match the characteristics of women
participating in the mentor walking program.
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Recruitment of Participants
Participants of the Walking on Sunshine pilot study were women residing at the local
transitional housing facility who volunteered to be a part of the program. The program
was discussed at tenant meetings by the program planner and in weekly case management
sessions by the case manager. At these times women who expressed interest in the
program were given a participant recruitment form (see Appendix F) to be filled out and
returned to their case manager who passed them onto the program planner. Women who
were living at the local transitional housing facility in January 2012 were eligible to
participate in the program.
Before the start of the program, participants were asked to read and sign an
informed consent regarding the research aspects of this project (see Appendix G). They
were also given the opportunity to ask their case manager or the program planner any
questions regarding the purpose of the project and data collection.

Formative Evaluation Data
Peer Mentor Focus Group and Participant Focus Group
Instrumentation Development
The first two sources of formative evaluation data came from focus groups with the peer
mentors and program participants. The structured questions for the peer mentor focus
group (see Appendix H) and the participant focus group (see Appendix I) were developed
based on guidelines from Simons-Morton, Greene, and Gottlieb‟s text, “Introduction to
Health Education and Health Promotion” (1995), regarding how to conduct formative
evaluation for health promotion programs. Formative evaluation focus group questions
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were divided into three sections: 1) program procedure questions, 2) Theory of Planned
Behavior questions, and 3) general impression questions.

Program procedure questions were asked to determine how often participants and
mentors were meeting. Questions guided by the Theory of Planned Behavior were asked
in order to gain an understanding of the attitudes, subjective norm, and control beliefs of
the participants which according to the theory impact intention to engage in behavior
change. In this program, the desired behavior change was participation in the peer
mentor walking program. Framing focus group questions around this theory, helped
researchers gain an understanding of participants‟ attitudes about the program, and their
perceived benefits as well as perceived barriers to program participation. Additionally,
asking about subjective norm was helpful in determining whether participants had the
social support necessary to participate. The focus group ended with questions regarding
the overall impressions of the peer mentor walking program, and focus group participants
were able to add any additional comments about the program at this time.

Data Collection
The peer mentor focus group was held during the fifth week of the program at the local
transitional housing facility‟s community center.

Light snacks and beverages were

available, simply thanking the mentors for taking the time to be a part of the formative
evaluation process. Notes were taken during the focus group, and the focus group was
audio recorded in order to verify responses. Focus group participants filled out a basic
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demographic questionnaire (see Appendix J). Names of mentors being interviewed were
not recorded or connected to the data. The focus group lasted approximately one hour.

The focus group for the participants of the peer mentor walking program was also held
during the fifth week of the program at the local transitional housing facility‟s
community center.

Participation in the focus group was voluntary and those who

participated received a $5.00 cash incentive before the start of the focus group. Pizza and
drinks were provided for women who chose to participate. Focus group participants had
the opportunity to ask questions and were reminded that the information shared during
the focus group should not be shared outside of the group meeting. Notes were taken
during the focus group and the focus group was audio recorded in order to verify
responses. Focus group participants filled out a basic demographic questionnaire (see
Appendix J). Names of participants being interviewed were not recorded or connected to
the data. The focus group lasted approximately one hour.

Staff Interviews
Instrumentation Development
The third source of formative evaluation data came from individual interviews with four
staff members at the local transitional housing facility. These staff members interact with
the participants on a daily basis. The structured interview questions (see Appendix K)
were similar to the peer mentor and participant focus group questions in that they were
meant to illicit perceptions regarding the peer mentor walking program. The interview
questions were divided into three main categories: 1) program procedure questions, 2)
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Theory of Planned Behavior questions, and 3) general impression questions. For a
description of these categories, see the instrumentation development of the peer mentor
and participant focus group questions (p. 47-48).
Data Collection
A convenient meeting time was arranged with the four staff members at the local
transitional housing facility during the fifth and sixth weeks of the peer mentor walking
program. Each staff member filled out a basic demographic questionnaire (see Appendix
J). The interviewer took notes during and recorded each interview. Each interview lasted
approximately 10 to 15 minutes. Names of staff being interviewed were not connected to
the data.

Impact Evaluation Data
To evaluate the impact of the mentor walking program on the desired behaviors of
exercise and engaging in social relationships, participants were asked about these
behaviors during the focus group. Participants were simply asked whether they
recognized any changes in their level of physical activity or engagement in social
relationships since the start of the program. Staff members at the transitional housing
facility were also asked whether they noticed any changes in the physical activity levels
of the program participants.
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Outcome Evaluation Data
Participant Pre-, Post-, and Follow up- Surveys
To evaluate the outcome of the peer mentor walking program, participants completed a
survey prior to beginning the program, immediately after the program, and again two
weeks after completing the program.

Instrumentation Development
The surveys consisted of four parts. The first part was a brief demographics section (see
Appendix L), followed by three valid and reliable scales (see Appendix M) discussed in
more detail below. The post- and follow up-surveys also consisted of six short questions
regarding the participants‟ perceptions of how the program influenced aspects of their
mental health (see Appendix N).

Rosenberg Self-Esteem Scale (RSE). Participants‟ self-esteem was assessed
using the RSE; the most commonly used self-report scale for self-esteem. The
RSE has been empirically validated more than any other self-esteem measure, and
has been deemed a reliable measure of global self-worth and self-esteem (Robins,
Hendin, & Trzesniewski, 2001).

The scale consists of ten statements regarding

how an individual generally feels about themselves.

The statements were

answered on a four point scale ranging from strongly agree to strongly disagree.
Positive statements were given a score of zero, one, two or three for answer of
“strongly disagree,” “disagree,” “agree,” or “strongly agree,” respectively.
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Negative statements were scored in the reverse. Scores were summed, and could
range from zero to 30 with a higher score indicating a higher level of self-esteem.

Center for Epidemiological Studies Depression Scale (CES-D). The CES-D was
used to measure depressive symptomatology among the program participants.
This self-report scale has been shown to be valid and reliable across many
different populations (Radloff, 1977). The scale is not designed to clinically
diagnose individuals, but it is based on depressive symptoms that are seen in a
clinical setting.

It consists of 20 questions regarding possible depressive

symptoms that have been either experienced rarely or none of the time, some or a
little of the time, occasionally or a moderate amount of time, or most or all of the
time during the past week. Responses were given a score of zero through three
based on how often the symptoms have been experienced (for positive items, the
scoring was reversed), and then summed for a total score between zero and 60. A
higher score indicates the presence of more symptomatology.

Generalized Anxiety Disorder Scale (GAD-7). The GAD-7 was developed as a
brief scale for generalized anxiety and is an offshoot of the longer Patient Health
Questionnaire that is used as a diagnostic tool that health care professionals use
for mental health disorders. The scale is quick and easy for patients to understand
and complete.

The GAD-7 is a self-report scale assessing scores for seven

common anxiety symptoms experienced in the past two weeks and has been
previously validated in a sample of 2,740 patients in a primary care setting
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(Spitzer, Kroenke, Williams, & Lowe, 2006). Answers of “not at all,” “several
days,” “more than half the days,” or “nearly every day” were given scores of zero,
one, two, or three, respectively. Scores could range from zero to 21, with 5, 10,
and 15 representing the cutoff points for mild, moderate, and severe anxiety
(Patient Health Questionnaries, 2011).

Data Collection
Program participants were given time during a case management session with the case
manager at the local transitional housing facility during the week prior to the start of the
walking program, the week following the walking program, and two weeks after the
completion of the walking program to complete the pre-, post-, and follow up- paper
surveys. Participants were able to ask the case manager clarifying questions at the time of
filling out the survey. Names of participants were not linked to specific survey responses.
Approximate time to complete each survey was 10 to 20 minutes.

Data Analysis
Formative Evaluation Data: Interviews and Focus Groups
Interview and focus group data was analyzed qualitatively.

Audio recordings were

transcribed and the transcriptions and notes from the meetings were read and analyzed for
common themes. Common themes were those that came up frequently in the responses of
the interviews and focus groups. Common themes identified in the interviews and focus
groups were used to inform changes that need to be made in order for the intervention to
be more successful in the future.
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Impact Evaluation Data: Focus Group
Responses during the participant focus group regarding changes in exercise habits and
social relationships were noted in order to assess whether these behaviors changed over
the course of the program.
Outcome Evaluation Data: Pre-, Post-, and Follow Up- Surveys
Outcome evaluation data collected in the three surveys was entered into an SPSS
database.

In SPSS, descriptive statistics, one-way repeated measure ANOVA, and

correlation analyses were used to analyze the data. Descriptive statistics included simple
measurements to describe the properties of the data (Selvin, 2004). They provided a
general summary of the data. However, statistically significant change or difference
could not be determined using descriptive statistics. One-way repeated measures
ANOVA analyses were used to determine statistical significance.

Additionally, a

correlation analysis was employed to examine the relationship between number of weeks
walked and changes in mean self-esteem, depression, and anxiety scores. Lastly,
responses regarding the participants‟ perceptions of the influence of the intervention on
aspects of their mental health defined using descriptive statistics. With these statistics, it
was determined whether or not social support and physical activity in the form of a peer
mentor walking program had an impact on participants‟ mental health, specifically their
self-esteem, anxiety, and depression.
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CHAPTER IV
RESULTS
The purpose of this project was to implement and evaluate a peer mentor walking
program for women in transitional housing. This chapter presents the results of program
implementation in addition to results of formative, impact, and outcome evaluation.

Program Implementation
Nine participants were matched with mentors and began the peer mentor walking
program. The women varied in age, education level, and personal history. Nine volunteer
mentors were recruited to be matched with the participants in the mentor walking
program. The mentors also varied in age, education level, and their reasons for
volunteering to be mentors. It was attempted to match participants and mentors by age.
At the welcome gathering, however, those who were present were paired together
regardless of their age.

Age
21-30
31-40
41-50
51-60
61-70

Volunteers
(n=9)
2
4
2
1
0

Mentors
(n=9)
7
1
0
0
1

Table 1. Ages of program participants and mentors.
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Education
Some high
school
High school
diploma/GED
Some college
College degree
Graduate degree

Participants
(n=9)
2

Mentors
(n=9)
0

5

0

2
0
0

6
1
2

Table 2. Education levels of program participants and mentors.

Six of the nine pairs met at the initial welcome gathering, signed the mentoring
agreement, and decided on a day and time to walk each week. The remaining three pairs
met with the program coordinator based on a time that was convenient and filled out the
mentoring agreement and decided on a day and time to walk. Participants and mentors
began walking in January and continued for eight weeks until mid-March. When either
party needed to re-schedule or cancel a walk, they contacted the program coordinator to
reschedule. Some pairs were able to walk almost every week, while others were unable
to meet on a weekly basis (see Figure 2). The average number of weeks walked was 5.33
weeks. Additionally, one pair decided to begin walking twice each week.
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9

Number of weeks walked

8

7
6
5
4
3
2
1
0
Pair 1

Pair 2

Pair 3

Pair 4

Pair 5

Pair 6

Pair 7

Pair 8

Pair 9

Participant/mentor pair

Figure 2. Number of weeks walked by each participant/mentor pair.

Formative Evaluation

The formative evaluation consisted of data gathered from two focus group and four key
informant interviews. Both focus groups and the interviews were conducted during the
fifth and sixth weeks of the walking program. The first focus group consisted of five
program participants and the researcher. Focus group participants ranged in age from 2146 years. Three of the participants were walking on a regular basis, while the remaining
two had only walked two times each.

Focus group participants ranged in education

level, from no high school diploma, to trade/vocational school experience. All
participants were unmarried mothers. Three participants were employed; annual income
for the focus group participants ranged from $0 - $30,000. The focus group was audiorecorded and lasted approximately one hour. The researcher attempted to follow-up by
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telephone with the four program participants who were unable to attend the focus group
in order to gather their feedback about the program. One interview was conducted and
lasted approximately ten minutes. Two calls were made to the remaining three
participants, but the researcher was unable to make contact with them.
Concurrently, key informants, including volunteer mentors and staff members at the
transitional housing facility, were interviewed. Volunteer mentors were invited to take
part in a focus group and five mentors attended. The mentors ranged in age from 23 to
66 years. All were single; two were mothers and three did not have any children. The
mentors ranged in their level of education from some college to a graduate degree. The
focus group was audio-recorded and lasted approximately 65 minutes. The mentors who
were unable to attend the focus group were contacted via e-mail in order to gain their
insights; three mentors responded. The remaining mentor was unable to be contacted.
Four staff members at the transitional housing facility were interviewed regarding their
insights and perspectives about the mentor walking program. Among these four staff
members interviewed, two were direct care staff, one was a case manager, and one was a
practicum student. Each interview was audio-recorded and lasted 10 to 15 minutes.
The first part of the focus groups and interviews focused on how often participants and
mentors were walking and how they perceived the program. The majority of the
interviews centered on the questions that were developed based on the Theory of Planned
Behavior, and ended with a discussion of recommendations to improve the program in
the future. The responses yielded the themes summarized below. Included with each
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theme are quotes that best represent the theme being discussed; whether the quote came
from a program participant, volunteer mentor or staff member is indicated.

Question 1: What are the benefits of participating in the mentor walking program?
Theme 1: Participants have a trustworthy adult with whom they can talk. The most
frequently mentioned benefit of participating in the mentor walking program was having
a trustworthy adult with whom to talk or vent. All of the participants live in the same
small neighborhood, and most are single mothers. While participants indicated that they
all get along with their neighbors, they appreciated having someone to talk to who was
not in a homeless situation. All participants heavily valued this benefit of the program.
Moreover, every key informant viewed this as the most valued benefit for program
participants. Key informants mentioned that many of the women who participated in this
program do not have a trustworthy friend or confidant as many of their social
relationships have been eroded by the situations that led to their homelessness or
homelessness itself. It was noted how important it is for healing and coping for the
participants to have someone with whom they can open up.
“Kind of like an outside party to talk to, you know, it‟s not somebody that you
have to see every day, I mean not to say I wouldn‟t want to see her every day,
she‟s wonderful, but you know, someone you can talk to and don‟t have to worry
about this that or the other. You say it, it‟s out, and it‟s done. You‟re probably
never going to hear anything regarding it again. It‟s kind of like a good place to
vent.” – Participant
“I know with my mentor, especially with the situation I‟m in, it‟s like she values
my feelings.” – Participant
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“Well I think that having a mentor to walk with and feel safe, they‟re getting the
ability to trust again with another person whereas in the past they‟ve gone into a
survival mode so to speak where they could only trust themselves.” – Staff
“[My mentee] felt like there was a disconnect and that she couldn‟t talk to the
[residents] here so I think it was important to have somebody who was more
objective and on the outside of it to be able to kind of release everything that had
been building up during the week.” – Mentor
“It‟s a pretty small community here [at the transitional housing facility] and some
people try and keep to themselves but things travel like wildfire, so it‟s really nice
to be able to talk to somebody…and you‟re guaranteed that what you‟re going to
say is not going to get back to anyone else.” – Staff

Theme 2: Participants develop an increased appreciation for physical activity. The
participants and key informants recognized that another benefit of the program was an
increased appreciation for physical activity. There was not as much emphasis placed on
this benefit as the benefit of having a trustworthy adult to talk to, however, it was
mentioned several times by most participants and key informants. Some indicated that by
wearing their pedometers they realized it was easier to walk a mile than they had
previously anticipated; mentees also recognized that their mentors were realizing how
easy it was to walk for thirty minutes. Program participants also discussed that this
program held them accountable whereas before they made excuses regarding why they
couldn‟t or wouldn‟t engage in exercise. Many key informants noted that the participants
had started exercising or walking on their own outside of the program and began to
participate in a wellness class offered at the transitional housing facility.
“It‟s really important for me, the exercise value, but I think the thing to go with
that is the realization on how easy it is to do. I find myself all the time making
excuse after excuse after excuse to not go [exercise]. But then, once a week it‟s
like well, heck, I can bring [my daughter] to the mall. We could ride the bus to the
mall and walk around the mall for a half hour.” – Participant
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“The first week I remember a couple of residents said that after they went on their
walk they‟re like „Ugh, I had to go back and take a 3-hour nap,‟ and I haven‟t
heard any of that lately so it seems like since they‟ve been walking they‟re getting
a little better in shape and participating in that other wellness class.” – Staff
“Some definitely value it more than others, but I think they like having that
opportunity to have regular exercise and they‟ll be held accountable to it.” – Staff
“We‟re actually shocked with the little [pedometers]. After our walk we‟re like
oh my gosh we‟ve walked two miles in a half hour. So yeah, I mean we‟re both
shocked that we‟ve both, okay we got our exercise in, we had great conversation,
healthy conversation, we can face our day!” – Mentor

Theme 3: Participants gain an increased recognition of the importance and benefits of
engaging in self-care. Lastly, the program participants mentioned that the program
helped them feel better about themselves, and key informants noted that they noticed
participants were beginning to see the importance of self-care. By taking time out of
their day to talk with a trustworthy adult and engage in physical activity, they began to
see the strong mind-body connection. Many of them are participating in a wellness class
that a volunteer at the transitional housing facility is coordinating, and they expressed that
through these two opportunities they are feeling better about themselves and have more
energy. Moreover, it was noted by program participants and staff members that the
participants would likely not be participating in the wellness class had they not begun the
mentor walking program which peaked their interest in and appreciation for self-care.
“I think for me, not to discredit my mom, but having that other person there just
to talk to a half an hour each week makes me feel like I‟m doing something for
myself instead of being a single mom, being the breadwinner, doing this, doing
that. It makes me feel like I‟m doing something for myself and taking care of
myself.” – Participant
“I love how I feel after walks. I come down here and I‟m in the office and I‟m like,
„hey, hi everyone!‟ It‟s almost like a drug, it‟s kind of weird.” – Participant
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“It makes you feel a little more worthy. That‟s what [the walking program] does
for your body and your mind. That‟s what we learned in our wellness class…that
all of that is connected, so if you feel good in your head, it affects your body; the
next thing you know, you‟re super woman!” – Participant
“I think that they value [the program] a great deal because they‟re using this, the
program is teaching them that self-care is not a reward, it‟s something that they
deserve to do for themselves. It‟s not something that, „oh well if I have time after I
take care of everyone else I can take care of myself.‟ They‟re learning that they
can take care of themselves and do self-care in order to be better for their
families.” – Staff

Question 2: Who supports participation in the mentor walking program?
Theme 1: Other individuals at the transitional housing facility including neighbors, staff
members, and the case manager encourage participation and a healthy lifestyle.
Participants of the focus group most frequently mentioned others at the transitional
housing facility as being supportive of and encouraging their participation in the mentor
walking program. Mentors recognized that the program participants valued the positive
support offered by staff members at the transitional housing facility and in some cases the
program participants do not have support outside of these individuals. The staff members
and case manager also mentioned that they support the participants‟ participation in the
mentor walking program and that they try to reward healthy lifestyles and behaviors with
small incentives.
“I think we‟re all positive. Anytime we really talk about the walking program
everyone seems happy about it. It‟s something we all like about [the transitional
housing facility.]” - Participant
“Nobody is offering any negative support. Her mom and the people at the
[transitional housing facility] are really supporting her…it seems that [mentee]
really values the opinions of her mom and the people at her [living place].”
– Mentor
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“I think so, yeah, [they value our support]. Because I think if they don‟t have that
support it‟s like, „why bother?‟ So when they have someone cheering them [on]
it‟s just more motivation.” – Staff

Theme 2: Family members offer varied support that influences program participation.
Discussion about family members came up in interviews with participants and key
informants. Whether this support was positive or non-existent, however, varied from
case to case. Some participants mentioned that support from family members allowed
them to continue participating in the program. These participants often used their family
members as resource for transportation or childcare. Other participants expressed that the
support from their family members was sometimes negative as the family members often
did not understand the goal of the program. Participants who had negative support from
family members indicated that it didn‟t bother them nor did it negatively influence their
participation in the program. Key informants echoed the responses of program
participants. It was noted that when participants had the support and valued that support
from their family members, they were more likely to walk on a weekly basis with their
mentors. Conversely, when they did not have the support of their family members, they
were often unable or chose not to participate.
“If it wasn‟t for [my daughter], I wouldn‟t be able to participate, I wouldn‟t have
done it. I might have done it once or twice then it would have been a hassle
[because I have to watch my granddaughter].” – Participant
“Everyone else [besides mentors, neighbors, and office staff] I talk to and
mention it to, they just think I‟m doing something stupid…they say it as a joke, but
I don‟t think it‟s a joke…” – Participant
“I think a lot of people [support participation], their family members… I think for
most of them it‟s their family and us saying, you know, “that‟s really good that
you‟re doing this.” – Staff
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“Except for whatever self-motivation, I don‟t think that my mentee has any
particular support system. I think she has family members that are very draining
and I do agree that she values some support she‟s getting from the staff here, but I
think in general, her cloud of support is pretty non-existent. I would think so,
yeah, [that this influences her participation].” – Mentor

Question 3: What skills and resources are needed in order to participate in the mentor
walking program?
Theme 1: Program participants need an open mind and motivation to try new things.
While some other skills and resources were mentioned occasionally, many key
informants expressed that participants simply needed to be open minded enough and
willing to give the mentor walking program a try. This was the primary viewpoint of
staff members at the transitional housing facility. Moreover, program participants voiced
that other residents at the transitional housing facility were not walking continuously or
did not join the program because they were too lazy or lacked motivation.
“One thing is just the willingness to try it and maybe not be closed-off, and it
seems that everybody has been very willing, and I think they‟ve all benefited a
great deal from it.”
– Staff
“[They need] two feet and the willingness to take an hour out of their week. Other
than that, not much.” – Staff
“Motivation I think is huge when you‟re in here, and willing to participate and
trying something new [is definitely important]. For the most part, the group of
residents we have right now are really good about that, but there‟s always going
to be a few.” – Staff

Theme 2: Program participants need to have time management skills and tangible
resources including transportation and childcare. Most of the participants indicated that
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in order to participate they needed to have time management skills and access to
childcare. Mentors also briefly mentioned time management skills, transportation, and
childcare as being important skills and resources that the participants needed to have in
order to participate. A few mentors noted that their mentees did not have adequate
childcare which sometimes meant they had to reschedule their weekly walk. In general,
program participants had the time management skills and tangible resources they needed
in order to participate. Most participants had school aged children and walked with their
mentors while their children were in school; others arranged childcare for their younger
children. Mentors and staff members noted that when participants did not have access to
childcare, they had to reschedule or miss their weekly walk.
“I just actually got good with the time thing and making sure I was responsible
and accountable for that appointment. Like before I‟d just blow stuff off, but I
value her that much that I don‟t want to treat her like that. I want to respect her I
guess…it‟s kind of weird. It‟s a new thing.” – Participant
“I don‟t know what I‟d do if I didn‟t have my mom [for childcare].” – Participant
“Yeah, I don‟t know what I would do [if kids weren‟t in school].” – Participant
“I‟ve heard [mentee] talking about some of the other people here and they‟re not
walking because they don‟t have a babysitter or if they do they can‟t afford it.” –
Mentor

Question 4: What are the barriers to participating in the mentor walking program?
Theme 1: Lack of tangible resources including transportation and childcare may keep
participants from participating. Program participants and key informants mentioned that
lack of transportation and access to childcare could potentially be barriers to program
participation.

These tangible resources were discussed as necessary for program

participation and as previously mentioned, the majority of program participants had these
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resources. None of the program participants who contributed in the focus group indicated
that transportation or childcare was an issue for their personal participation in the
program, but they felt it may be a barrier for other participants. However, some staff
members and mentors indicated that childcare was sometimes a hassle for program
participants. Staff members and mentors also looked to the future and mentioned that for
other women, childcare and transportation may act as larger barriers than they did for the
current participants.
“Transportation to wherever they were going to walk maybe…because if you
don‟t have a car and the bus doesn‟t conveniently go to wherever you‟re trying to
walk, it might be something like that [as a barrier].” – Participant
“If you didn‟t have a vehicle or a way to get there planned out, it might be a little
bit harder to make it happen.” – Participant
“I‟ve heard [mentee] talking about some of the other people here and they‟re not
walking because they don‟t have a babysitter or if they do they can‟t afford it.” –
Mentor
“If there‟s some people that have small children that maybe aren‟t registered in
Head Start or aren‟t in school currently and if it doesn‟t work out [to walk]
during the times that they have childcare, they wouldn‟t be able to participate.” –
Staff
“[My mentee] solely depends on her neighbor‟s husband for her transportation
every single week…if she didn‟t‟ have him, then I don‟t know how she would get
[to the place we walk at].” – Mentor

Theme 2: Lack of motivation or willingness to try new experiences keeps participants
from walking weekly and residents from signing up for the mentor walking program.
Participants in the focus group discussed a lack of motivation as being a barrier to
program participation. Most discussed lack of motivation as a barrier keeping others from
not participating.

When one participant was baffled as to how others could lack
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motivation to do something free that involves socialization and exercise, the other
participants mentioned that they, too, have struggled with a lack of motivation and
making excuses about why not to participate or engage in physical activity at some point
in their lives. For the most part, key informants echoed the responses of the participants
stating that when participants were cancelling walks it was a matter of personal choice,
not a matter of lack of tangible resources. Some mentors had different responses and felt
that what appeared to be lack of motivation was really about having so much other stuff
going on in their lives that adding another commitment was too much.
“I was just thinking laziness…[lack of] motivation is a better way to say it.”
– Participant
“I‟m just thinking of things that have ran through my mind, you know, before
excuses would run through my mind.” – Participant
“For the women that don‟t walk every week I‟d say it‟s a personal choice. I
wouldn‟t really say it‟s a barrier, the only barrier is probably [a lack of] their
own determination to do it.” – Staff
“I know for a few of them it‟s [lack of] motivation once in a while to kind of get
going”
- Staff
“If you can‟t walk for 20 minutes right now, you can schedule time to do it later,
but a lot of them… it‟s just easier not to. Self-discipline, a lot of our residents [are
working on that].” – Staff
“I would suspect, too, just kind of generally thinking that if everything in life is so
much work then adding even an extra half hour is too much at some point.” –
Mentor

Question 5: What improvements could be made to the mentor walking program?
Theme 1: Offer childcare for program participants to utilize. There were mixed
responses about whether access to childcare was a current barrier to program
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participation. Many participants and key informants, however, indicated that offering
childcare in future generations of the mentor walking program would be an important
improvement. Easy access to childcare would have made it easier for current participants
to make it to their walk, and may make the program more accessible for women in the
future to participate in the program. In the focus groups and interviews, respondents
brainstormed and discussed three ways in which childcare could be offered by the
program at minimal cost: 1) by offering vouchers to a daycare facility near walking areas,
2) by recruiting volunteers through the organization that operates the transitional housing
program, or 3) by bringing in members of a high-school class or community group.
“Even if you were doing [childcare] here, doing it through this program. I don‟t
know if [volunteers] could watch them, but something. Because they do have
volunteers here, so maybe they could?” – Participant
“Another way you could do childcare, there‟s „Busy Hands‟ and „Little Griz.‟
Depending on where you‟re at it‟s like four bucks an hour…maybe you could get
vouchers or something.” – Participant
“I would maybe think about childcare, or at least maybe you could contact the
[transitional housing facility] and I‟m sure we could get a volunteer or future
practicum student to just watch kids while the group goes on. That really wouldn‟t
be a problem.”
– Staff
“[Have babysitters] for the program specifically. You know, say „hey, you want to
be in the walking program but you‟re having a hard time finding a babysitter?‟
Maybe do it like twice a week and get high school kids that are in home-ec or in a
babysitting club over at the high schools or a program in child development from
the college. Bring them in here and make it a part of their school or education
while they‟re [at the transitional housing facility] with the children for an hour
twice a week.” – Mentor

Theme 2: Offer incentives for program participants to earn. Some key informants
mentioned offering incentives that participants could earn based on how much or how far
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they walk would improve program participation.

The suggestion was made that

participants and mentors would set walking goals, and then participants could earn
incentives as they reached their goals. Mentors and one staff member discussed different
incentive options, most of which centered around wellness and self-care. Interestingly,
offering incentives was not an improvement mentioned by program participants.
“Maybe some sort of goal setting where when they reach a goal maybe there‟s
some sort of [incentive], whether it is that they get together and make a dinner, a
healthy dinner to kind of tie in walking program, wellness, health, taking care of
yourself.” – Staff
“Add some more incentives maybe…” – Mentor
“I know about the walking shoes, I was thinking of [an incentive] for afterwards.
I forgot about the ten dollars. Or adding up your time, you know, and having
both the mentor and the mentee sign a piece of paper of how much they‟ve walked
so there‟s no cheating and maybe at the end a bigger prize.” – Mentor
“I was actually thinking to do a spa day.” – Mentor
Conversely, some mentors expressed that they were unsure about offering incentives and
did not know if they would make a difference in program participation.
“I‟m going to be a nay-sayer on incentives because I think it‟s good to have some
maybe initially, but I suspect that people who are not walking are just
overwhelmed by what is going on their life. And it‟s not a lack of incentive, and
maybe even a lack of motivation, so much as a lack of being able to organize
themselves around.” – Mentor

Theme 3: Change the way in which mentors and participants communicate with each
other during the program. Over the course of the program, participants and mentors were
unable to have each other‟s contact information due to policies at the transitional housing
facility regarding volunteer-client relationships. When mentors or participants needed to
cancel, they called the program coordinator who would then be in touch with the other
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party to reschedule. Many of the participants expressed they would have preferred to
have their mentor‟s contact information in case they needed to reschedule at the last
minute or if they were running a few minutes late. Participants also offered suggestions
about how they could communicate with their mentor without going through the program
coordinator while still adhering to the organization‟s policies. Some of these ideas
included having a message board online that each party could check before walking to be
sure that their partner had not cancelled or rescheduled, or having beepers for each other.
Other participants suggested changing the rules so that participants and mentors could
exchange contact information. Conversely, changing the communication patterns was not
an improvement frequently discussed among key informants. Staff members did not see
a problem with the current mode of communication and expressed that needing to call the
program coordinator to cancel held the participant more accountable. Some mentors
expressed that it would be easier to have contact with the participants, but understood the
policies surrounding volunteer-client contact and did express that it held themselves and
their mentee more accountable.
“I‟d leave everything the same except for improving the communication…” –
Participant
“Even if we had an e-mail account or something where all the volunteers and
[participants] could have access to, like a generic account or something.” –
Participant
“It just makes it a little tough. We can‟t be like, „it‟s snowing today, we were
going to meet downtown, but let‟s maybe meet at the mall.‟ Now we have to call
[program coordinator] and hope that you answer, and we don‟t want to leave
someone waiting, you know what I mean?” – Participant
“I think that people are so comfortable talking to staff here that they might have
been more apt to call and be like, „hey, I‟m not going to make it.‟ I think that
having to go through [the program coordinator] was helpful, and I like the way it
was set up, I really do.” – Staff
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Impact Evaluation

Participants who took part in the focus group were asked about their exercise habits and
social relationships and whether they‟ve changed since the beginning of the mentor
walking program. Key informants who took part in the focus group and interviews were
also asked if they saw a change in the participants‟ exercise habits since the start of the
mentor walking program.

Question 1: How have the participants’ exercise habits changed?
Some participants mentioned they still need a mentor there to keep them accountable for
walking on a weekly basis, and they were unsure about whether they would be able to
continue after the end of the program.

These participants admitted they were still

working on their self-motivation and brainstormed ways to hold themselves accountable.
One suggestion was to have a group sign-up sheet for group walks with residents at the
transitional housing facility. Even if they did not feel that their exercise habits had
changed, most participants felt that their attitudes toward exercise had changed in a
positive manner. Others expressed they would continue walking after the end of the
eight-week program, and maybe even more when the weather improved. Key informants
at the transitional housing facility mentioned that they noticed a change in the motivation
levels of some of the program participants; several participants decided to join a wellness
class, possibly because of their involvement with the walking program, and others
expressed the desire to go on walks with other residents at the transitional housing
facility. This was not true for all program participants; key informants mentioned that
some still lack the motivation or desire to engage in physical activity.
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“I‟m still working on that, the [self-motivation] thing. Could we put up a group
thing here and put up like a little sign-in sheet and make it a thing for all of us?
Then I might do it.” – Participant
“We realize how easy it is to walk a mile. My thing is still getting up off the couch
to do it unless I‟m scheduled to do it. It‟s so easy and it makes you feel good, and
yet I still… I think about it a lot though.” – Participant
“She‟s up-ing [exercise] and stuff, even though she already had a [gym]
membership she wasn‟t there all the time. WE just kind of really gave her the
boost and the confidence to go.” – Mentor
“Yes, I‟ve noticed a lot of [increases in physical activity], several of the
participants that are really excited and getting involved in other programs I think
because they started walking.” – Staff
“With the exception of a few, most of our residents here don‟t have that
motivation to go out on their own to do it. So having the mentors gives them some
accountability.” – Staff

Question 2: How have the participants’ social relationships changed?
When asked about changes in their social relationships, most focus group participants
responded that there has been no change. A few participants were hesitant and unsure
about whether their social relationships with others are changing. Many expressed that
they did not have the self-confidence to form social relationships on their own; their
social relationship with their mentor was easier because the mentors signed up to
participate. Lastly, one participant discussed how nothing has been stable in her life. Her
relationship with her mentor offered a sense of stability, and she was disappointed that it
had to end after eight weeks. In general, there were mixed responses about whether this
program had an impact on the participants‟ ability to form and maintain social
relationships.
“I think it will definitely give us the tools or the know-how on how to continue
building the relationships with people.”
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“I have a little different view on things and I‟m going to change. I don‟t know if
it‟s because of the program but like the way I‟m handling things and dealing with
things is way different. I‟m not really that okay with it just yet, that‟s why I‟m
having a hard day today. But, I think my coping skills…or my communication
skills are getting a little better.”
“I‟ve had a lot of losses lately, not even that it should be a big deal, I don‟t know
why I care, but [the program] is just another one that I realize is going to come to
an end. It‟s only one day a week so it‟s like so what, but…”
“I think part of it for me is I have such low self-esteem and low self-confidence
that I don‟t feel like I can form those friendship type relationships with „Bobby Jo
Allen‟ who I meet on the bus instead of somebody that goes, „okay, you‟re going
to be walking with this person for eight weeks.‟”

Outcome Evaluation
Means & Standard Deviation
Table 3 presents the means and standard deviations of each variable that was measured
among women who participated in the mentor walking program. Pre-, post-, and followup survey data were collected from eight program participants who remained at the
transitional housing facility at the end of the eight-week mentor walking program.
During the program, one participant relocated and did not complete the post- and followup surveys. In general, outcomes were in the expected direction. Self-esteem scores
increased from pre-program to post- and follow-up indicating an increase in self-esteem;
depression and anxiety scores decreased from pre-program to post- and follow-up
indicating a decrease and depression and anxiety symptoms.

The high standard

deviations indicate that the scores were spread out over a large range of values suggesting
that scores varied considerably among program participants.
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Outcome (range)

Time

Mean

Self-esteem (10-40)

Pre
Post
Follow-up
Depressive symptoms Pre
(0-60)
Post
Follow-up
Anxiety (0-21)
Pre
Post
Follow-up

Standard
Deviation
5.18
5.97
5.98
6.95
9.41
16.54
3.58
5.64
7.07

21.50
25.25
24.50
16.57
14.29
11.14
6.38
5.88
3.87

Table 3. Means and standard deviations of outcome measures collected at pre-program, post-program, and two
weeks follow-up.

Figures 3, 4, and 5 illustrate individual participant scores on each of the three outcome
measures: self-esteem, depression, and anxiety. Scores for one participant (Participant 6)
who dropped out of the program are not reported.

Self-Esteem Scores by Participant
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8 (4)

9 (5)
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Figure 3. Self-esteem scores by participant at pre-program, post-program, and two weeks follow-up. A higher selfesteem score represents a higher level of self-esteem.
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The post-program depression score is omitted for one participant (Participant 7) because
the survey was incomplete.

Depression Scores by Participant
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Figure 4. Depression scores by participant at pre-program, post-program, and two weeks follow-up. A lower
depression score represents fewer depressive symptoms.

Anxiety Scores by Participant
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Figure 5. Anxiety scores by participant at pre-program, post-program, and two weeks follow-up. A lower anxiety
score represents fewer anxiety symptoms. Seven points were added to each score in order to graphically represent
scores of zero.
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Correlation
A Pearson correlation was calculated examining the relationship between number of
weeks walked and difference in self-esteem scores from pre-program to post-program. A
weak correlation that was not significant was found (r (6) = -.018, p > .05). Second, a
Pearson correlation was calculated examining the relationship between number of weeks
walked and difference in depression scores from pre-program to post-program. A weak
correlation that was not significant was found (r (5) = -.445, p > .05).

A Pearson

correlation was calculated examining the relationship between number of weeks walked
and difference in anxiety scores from pre-program to post-program. A weak correlation
that was not significant was found (r (6) = -.016, p > .05).

Number of weeks walked

was not related to difference in self-esteem, depression, or anxiety scores. Figure 6
illustrates the relationship between number of weeks walked and differences from preprogram to post-program.

Score difference from pre- to post-
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Figure 6. Correlation analysis examining the relationship between weeks walked and difference in self-esteem
(blue diamond), depression (red square), and anxiety (green triangle) scores from pre-program to post-program.
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One-Way Repeated Measures ANOVA
A one-way repeated measures ANOVA was calculated comparing the self-esteem scores
of program participants at the three different times: pre-program, post-program, and
program follow-up. No significant effect was found (F(2,14) = 31.50, p > .05). No
significant difference exists among pre-program (m = 21.50), post-program (m = 25.25),
and program follow-up (m = 24.50) mean self-esteem scores. Also, a one-way repeated
measures ANOVA was calculated comparing the depression scores of program
participants at three different times: pre-program, post-program, and program follow-up.
No significant effect was found (F(2,12) = .63, p > .05). No significant difference exists
among pre-program (m = 16.57), post-program (m = 14.29), and program follow-up (m =
11.14) mean depression scores. Lastly, a one-way repeated measures ANOVA was
calculated comparing the anxiety scores of program participants. No significant effect
was found (F(2,14) = .93, p > .05). No significant difference exists between pre-program
(m = 6.38), post-program (m = 5.88), and program follow-up (m = 3.87) mean anxiety
scores.

Additional Outcome Results
While the statistical analyses (correlation and one-way repeated measures ANOVA) did
not demonstrate any statistical significance, in general, individual scores on most
measures improved from pre-program to post-program and were maintained at follow-up
two weeks later. Self-esteem scores increased for six of the eight participants who
completed the program; three participants maintained or improved scores at two week
follow-up.

Depressive symptom scores decreased for six of the eight participants
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indicating fewer depressive symptoms; five participants maintained or further improved
scores at two week follow-up. Lastly, anxiety scores decreased for five participants
indicating fewer anxious feelings; four participants maintained or further improved scores
at two weeks follow-up. The following charts present pre-, post-, and follow-up scores
for self-esteem, depression, and anxiety for each participant. Seven points were added to
each anxiety score (one point for each question) in order to graphically represent scores
of zero. In other words, a score of seven represents an actual score of zero on the
Generalized Anxiety Disorder-7 scale.
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Anxiety (7-28)

Participant 2 (9 Walks)
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Anxiety (7-28)
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Participant Perspectives on Program Outcomes
Lastly, in the post- and follow-up surveys, program participants were asked four short
questions regarding their perceptions of the extent to which the mentor walking program
improved their self-esteem, depression, and anxiety and whether they would recommend
this program for future women in transitional housing. Questions were answered on a
scale of one to ten, where 1 = no influence/not helpful and 10 = great influence/very
helpful. In general, participants viewed the program as one that would be helpful in the
future for women in transitional housing. Response results are summarized in Table 4.
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Item

Time

Mean

How much do you think “Walking on
Sunshine improved the way you think about
yourself?
How much do you think “Walking on
Sunshine” improved feelings of sadness and
loneliness?
How much do you think “Walking on
Sunshine” improved feelings of worry,
nervousness, and fear?
How helpful do you think “Walking on
Sunshine” would be for future women in
transitional housing?

Post
Follow-up

7.50
8.00

Standard
Deviation
1.414
1.773

Post
Follow-up

7.38
7.50

1.847
1.927

Post
Follow-up

6.88
6.63

1.727
2.504

Post
Follow-up

9.63
9.88

.744
.354

Table 4. Participants' perspectives regarding the impact of the peer mentor walking program on aspects of mental
health.

Participants were also asked what about “Walking on Sunshine” improved the way they
think about themselves, and feelings of sadness, loneliness, worry, nervousness, or fear.
Some participants did not directly answer the question, but the majority of participants
that did answer the question indicated that the mentor was the part of the program that
most improved aspects of mental health.

Below are the responses from program

participants:
Post-program
“Made me feel more comfortable around strangers and not that everyone is
looking just at me when I walk around the mall.”
“I loved it to have someone understand and help you with things in life.”
“It‟s a great program for ones that want to improve their lives.”
“It was great. I loved my mentor and everything she brought to me and this
experience.”
“Awesome.”
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“I had someone to talk to.”
“I felt better after each walk.”
“Family issues and couldn't complete. I think it helped to get out. Fresh air
someone to talk to and visit.”
“Better way to know if the mentor is going to show up! Mine stopped showing.”
“I enjoyed this program all in all it was very beneficial.”
Follow-up
“Let me be able to go out with someone who had more confidence than me.”
“It was nice to have someone that understood and listened to me.”
“Not sure but it was a great program and I looked forward to it each week”
“I had someone to talk to.”
“Helped a lot!”
“Great program. Had family issues and couldn't complete.”
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CHAPTER V
MANUSCRIPT

INTRODUCTION
There are an estimated 3.5 million men, women, and children who experience
homelessness each year (National Coalition for the Homeless [NCH], 2009b), and of
these, 17% are single women, and 30% are families with children (Finfgeld-Connett,
2010). Single women and families with children are rapidly growing segments of the
homeless population (NCH, 2009b). Homeless women generally report a lower quality
of life, and are at a greater risk for various physical and mental health issues than their
housed counterparts (NCH, 2009a). Mental illness, including depression and anxiety,
impacts 20 to 25% of the homeless population in the United States, compared to 6% of
the general population (NCH, 2009b). Studies indicate that those with more undesirable
life events, fewer social supports, and fewer coping skills are more likely to experience
depressive symptoms.

Furthermore, social support can serve as a mediating factor

between undesirable life events and depression (La Gory, Ritchey, Mullis, 1990).
Unfortunately, the social support system among homeless individuals is sometimes
eroded by homelessness itself, or the circumstances leading to homelessness.
Shifting the manner in which mental health issues are approached from a
treatment-focused approach to a more prevention-oriented approach has the potential to
not only decrease the global burden of disease, but also be more accessible and effective
for those impacted by mental health issues (President‟s New Freedom Commission on
Mental Health, 2004). Additionally, mental health services in rural areas are limited.
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Rural families are less likely than their urban counterparts to have access to mental health
services or trained mental health professionals to deliver appropriate mental health
services (President‟s New Freedom Commission on Mental Health).
Results from individual trials utilizing peer support in mental health interventions
are varied; some have found peer based support to be effective in preventing depressive
symptoms (Dennis et al., 2009; Taft, Small, Hegarty, Watson, Gold, & Lumley, 2011),
while others have been inconclusive, but promising (Dennis, 2003; Murphy, Cupples,
Percy, Halliday, & Stewart, 2008). Peer support interventions for depression have been
used in a variety of populations including postpartum women, cancer patients, selfidentified depressed women, caregivers, elderly individuals, and mothers of preschoolage children (Pfeiffer et al., 2010).

Additionally, the association between physical

activity and depression has been extensively researched, and it is generally accepted that
increased physical activity can reduce feelings of depression. In a meta-analysis of the
effectiveness of various complementary and self-help interventions for depression,
exercise was one of the methods with the best evidence for effectiveness (Jorm et al.,
2002). Particularly of interest is that participation in physical activity has been found to
decrease feelings of depression specifically among women (Teychenne, Ball, & Salmon,
2008). Moreover, specifically among women, a low level of physical activity has been
found to be associated with a greater risk of depression (Mikkelsen, Tolstrup, Flachs,
Mortensen, Schnohr, & Flensborg-Madsen, 2010).
The pilot program presented herein provides a starting point for community-based
mental health prevention efforts among homeless women in Missoula, Montana.
Formative evaluation was conducted to determine how well the program was being
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implemented and the potential for sustainability. To examine the effects of this program
on specific aspects of participants‟ mental health, the program was assessed by measuring
self-esteem, depression, and anxiety pre-program, post-program, and at two weeks
follow-up.
Program Development
The proposed program, Walking on Sunshine, was developed based on a thorough
needs assessment using the PRECEDE logic model (Green & Kreuter, 2005). This
assessment identified the health related needs of women who are homeless in a mid-size
city in western Montana. The first phase of the PRECEDE logic model is to assess the
quality of life of the target population. Program planners carried out the first phase of the
model by conducting surveys with women in transitional housing, and completing
interviews with local key informants. Results of the first phase of research revealed that
this population had a lower than average quality of life, and that housing, poverty, and
unemployment were the main negative determinants of quality of life.
In the second phase of the PRECEDE model program planners assessed the health
issues of homeless women. Over half of the women surveyed reported mental health
issues including depression and anxiety. Telephone interviews were conducted during
the third phase of the model and allowed the program planners to assess the behavioral
and environmental factors that contributed to the identified mental health issues. Lack of
coping skills, lack of social support, and the lack of sunlight were the three main factors
identified. In the fourth phase, program planners identified factors that influence a lack
of coping skills, lack of social support, and the lack of sunlight via focus groups with the
target population and with the key informants. Of the identified factors, program planners
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focused on those that were the most important to the target population in contributing to
overall mental health and the most changeable according to previous research. The most
important and changeable factors identified were: 1) Lack of knowledge about what
constitutes a trusting relationship, 2) Lack of encouragement to form and maintain
relationships, 3) Lack of confidence and self-esteem, 4) Lack of support from someone
trustworthy, 5) Desire to use physical activity as a coping skill, and 6) Lack of
encouragement to engage in physical activity.
Interview and focus group data revealed an overarching theme of lack of selfefficacy among the target population in regard to coping with stress through physical
activity and positive social relationships. Feedback from the target population and a lack
of funding dictated the need for a low-cost program that could be implemented without
utilizing professional mental health providers.

Therefore, Walking on Sunshine was

designed to use peer support to provide women in transitional housing the support they
need to increase self-efficacy toward utilizing active coping strategies, such as forming
social relationships and participating in physical activity. In turn, these behaviors have
the potential to enhance the mental health status of the program participants.
Self-efficacy theory proposes that self-efficacy can be enhanced through four
mechanisms:
1. Vicarious Experience occurs by observing others complete a specific
behavior. In order for vicarious experience to increase self-efficacy, the
person modeling the behavior must be similar to the observer.

Mentors

were asked to model engagement in the peer mentor walking program and
a positive social relationship which the participants could observe and in
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turn increase their own self-efficacy or confidence in program
participation and building or maintaining social relationships.
2. Mastery Experience occurs by personally experiencing and being
successful at a specific task or behavior. One way to gain mastery
experience is to set small attainable goals and experience success with
those goals before moving on to the larger behavior change. Participants
started out with the goal of walking with their mentor once a week; some
mastered this goal and began walking more frequently.
3. Verbal Persuasion is the verbal support and encouragement given by
others. The peer mentors were a source of verbal persuasion for the
participants of the walking program and stated their beliefs in the
participant‟s ability to succeed at the weekly walking program and to
continue walking and building relationships after the program ends.
4. Emotional States refers to the emotions the body feels before or during a
task or behavior. When these states are negative or discouraging, an
individual is likely to terminate the attempt, and, conversely, if the
emotional states are positive, then the behavior will likely continue. Peer
mentors were asked to model positive emotional states related to being
physically active. This program provided participants with an outlet from
their daily activities, they were in the company of a motivational peer
mentor, and they were given the opportunity to feel stress relief and the
positive effects of physical activity. (Bandura & Adams, 1977; Hayden,
2009)
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The peer mentor walking program was designed as an 8-week intervention. The
CDC (2011) recommends 30 minutes of moderate-intensity aerobic physical activity five
days each week in order for adults to maintain and promote wellbeing. Moderateintensity physical activity is described as working hard enough to increase heart rate and
begin to sweat.

Because only one 30-minute walk each week occurred with their

mentors, participants were encouraged to walk additional times throughout the week with
their children, with other participants, with friends or family, or alone in order to meet the
recommended guidelines. The rationale behind only one meeting each week with a
mentor was that over the course of the program, participants would gain the self-efficacy
and motivation through mechanisms previously described, and be able to initiate physical
activity on their own.

METHODS
Recruitment of Homeless Women
To be eligible to participate in the program, potential participants had to be 18 or
older and living at the local transitional housing facility in a mid-size town in western
Montana in January 2012. Participants were recruited by the program planner who
attended a tenant meeting to explain the program.

The case manager assisted by

discussing the program in weekly case management sessions with women at the
transitional housing facility. Of the 16 women living in the transitional housing facility, a
total of 11 women were interested in the program and returned a participant interest form
to their case manager. Of these, nine women (mean age = 36.7) participated in the
program; one did not participate for health reasons and the other dropped out before the
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program started. The majority of the participants identified as single Caucasian women;
all women had at least one child. Seven of the nine participants had a least a high school
diploma or G.E.D.
Women who volunteered to participate in the program received new walking
shoes and a pedometer. These incentives were obtained with funds awarded by the
Shopko Foundation Community Charitable Grant program. Additionally, a small grant
from the Brian Sharkey Foundation provided a stipend of $10 for participants that
completed at least seven weeks of the eight week program.

Recruitment of Mentors
A peer mentor is defined as someone who is a nonprofessional with similar
stressors or health problems to those of the target population. Utilizing peer support
promotes the mutual support from an experienced peer (peer mentor) to a novice peer
(program participants) (Pfeiffer et al., 2010).

Mentors were recruited based on

characteristics such as age, race, previous life experience, etc., that they shared with the
target population when possible. Various recruitment methods were used: Western
Montana Volunteer Center website, craigslist.com, Missoula Aging Services newsletter,
and volunteer orientations for the Poverello Center, a local organization that provides
food, shelter, clothing, and essential services for the hungry and homeless.

Each

interested mentor was required to complete the volunteer orientation at the Poverello
Center, as well as a screening interview with the program planner. A total of eleven
women were recruited and nine (mean age = 30.7) were matched with program
participants. Upon recruitment, mentors received an informational booklet defining the
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typical mentor process, what it means to be a mentor, aspects of effective
communication, and who to contact with concerns. Lastly, a thirty minute mentor
orientation was held at the local transitional facility before the welcome gathering.

Data Collection
Formative Evaluation. Formative evaluation data was collected at focus groups
with the peer mentors and program participants as well as interviews with staff members
at the transitional housing facility. The structured questions for each interview were
developed based on established guidelines regarding how to conduct formative evaluation
for health promotion programs (Simons-Morton, Greene, & Gottlieb, 1995). Formative
evaluation focus group questions were divided into three sections: 1) questions regarding
program procedure, 2) questions based on the major constructs from the Theory of
Planned Behavior, and 3) questions about participants‟ and key informants‟ general
impression of the program.

Program Assessment. To assess the effect of the peer mentor walking program on
mental health indicators, participants completed a survey during a session with their case
manager at the transitional housing facility prior to beginning the program, immediately
after the program, and again two weeks after completing the program. The surveys
consisted of four parts. The first part consisted of questions regarding demographics,
followed by three valid and reliable scales: Rosenberg Self-Esteem Scale (RSE), Center
for Epidemiological Studies Depression Scale (CES-D), and Generalized Anxiety Scale
(GAD-7). The post- and follow up-surveys also consisted of six short questions regarding
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the participants‟ perceptions of how the program influenced aspects of their mental
health.
Data Analysis
Formative Evaluation. Formative evaluation data from the interviews and focus
groups were analyzed qualitatively.

Audio recordings were transcribed and the

transcriptions and notes from the meetings were reviewed and analyzed for common
themes. Common themes identified in the interviews and focus groups were used to
inform changes that needed to be made to improve future interventions.

Program Assessment. Data from the self-esteem, depression, and anxiety
inventories were evaluated using SPSS. Descriptive statistics were used to calculate
means and standard deviations of pre-, post-, and follow-up scores.

RESULTS
Formative Evaluation
In the mid-intervention focus groups and interviews, insight into the process and
potential sustainability of the mentor walking program was gained. Five women attended
the participant focus group, five mentors attended the mentor focus group, and four staff
members were interviewed. Women in the program, participants or mentors, who could
not attend the mid-intervention focus groups were followed up by telephone or e-mail;
one additional program participant and three additional mentors provided feedback.
In general, respondents indicated that mentor and participant walking was going
smoothly; all participants indicated they liked the mentor with whom they had been
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matched. At this point in the program, some participants had perfect attendance while
others were struggling to engage in weekly walks for a variety of reasons. By the end of
the program, three participant-mentor pairs walked seven or more times during the eightweek program and an additional three walked at least five times.

The remaining

participants walked four or less times during the program, one of whom dropped out after
two weeks of the program.

Interview questions guided by the Theory of Planned

Behavior resulted in many responses. Most responses, however, followed the general
themes discussed below.

Theme 1: Benefits of the peer mentor walking program.
Key informants and participants almost unanimously indicated that a participant
gaining a trustworthy adult with whom to talk to was one of the most important benefits
to participating in the program. Many participants were without trustworthy friends or
family to socially engage with, so having someone outside of the transitional housing
facility was a positive benefit. One woman said, “I know with my mentor, especially
with the situation I‟m in, it‟s like she values my feelings.” Also, key informants noticed
that participants were gaining a deeper understanding about the importance of physical
activity and self-care. Participants echoed this notion stating they were noticing how
much better they felt after taking some time to engage in physical activity.

One

participant, for example, responded, “I love how I feel after walks. I come down here and
I‟m in the office and I‟m like, „hey, hi everyone!‟ It‟s almost like a drug, it‟s kind of
weird.”
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Theme 2: Social support for participation in the peer mentor walking program.
Subjective norm plays an important role in whether individuals will adopt a
behavior; in this case the behavior is program participation.

Overwhelmingly,

participants and key informants stated that staff members and neighbors at the transitional
housing facility were important and positive sources of encouragement to program
participation. Participants interact with and are surrounded by these individuals on a daily
basis, so their support was crucial to participation. Family members of participants were
also generally supportive of program participation. When family members were not
present, participants did not feel that lack of support necessarily impacted their program
participation.

Theme 3: Skills and resources necessary to participate in the peer mentor walking
program.
An individual having the skills and abilities to engage in a specific behavior
greatly influences their engagement in that behavior. Interestingly, key informants and
participants discussed different skills and resources needed to participate in the mentor
walking program. Participants indicated that sometimes a lack of transportation or
childcare detracted from other participants‟ ability to meet with their mentors.
Conversely, key informants indicated that a lack of motivation or willingness to try new
things is what kept individuals from walking on a weekly basis or signing up for the
program in the first place.

However, key informants did mention that in future

implementations of the program, childcare should be provided in order to increase
program participation.
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Theme 4: Recommendations to improve the intervention in the future.
The interviews ended with a discussion of how the program could be improved to
be more accessible and to better enhance the mental health of women in transitional
housing.

Providing childcare, offering incentives for participants, and allowing

participants and mentors to exchange contact information were the predominant
suggestions mentioned.

All involved believed the childcare would help make the

program more accessible. Mentors felt that providing incentives for participants to earn
would increase their program participation; some staff members also suggested offering
healthy incentives that could be earned when goals were reached. Lastly, the transitional
housing facilities policies did not allow clients to exchange contact information with
volunteer mentors; some participants were frustrated by this and suggested making
changes for future programs.

Program Assessment
Table 1 presents the means and standard deviations of each variable that was
measured among women who participated in the mentor walking program. Pre-, post-,
and follow-up survey data were collected from eight program participants who remained
at the transitional housing facility at the end of the eight-week mentor walking program.
During the program, one participant relocated and did not complete the post- and followup surveys. In general, outcomes were in the expected direction. Self-esteem scores
increased from pre-program to post- and follow-up indicating an increase in self-esteem;
depression and anxiety scores decreased from pre-program to post- and follow-up
indicating a decrease and depression and anxiety symptoms.
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The high standard

deviations indicate that the scores were spread out over a large range of values suggesting
that scores varied considerably among program participants.
Outcome (range)

Time

Mean

Self-esteem (10-40)

Pre
Post
Follow-up
Depressive symptoms Pre
(0-60)
Post
Follow-up
Anxiety (0-21)
Pre
Post
Follow-up

21.50
25.25
24.50
16.57
14.29
11.14
6.38
5.88
3.87

Standard
Deviation
5.18
5.97
5.98
6.95
9.41
16.54
3.58
5.64
7.07

Table 1. Means and standard deviations of outcome measures collected at pre-program, post-program, and two
weeks follow-up.

Figure 1 presents the gains made by program participants in the program
assessment inventories from pre- to post- to program follow-up. Scores for one
participant (Participant 6) who dropped out of the program are not reported. Moreover,
the post-program depression score is omitted for one participant (Participant 7) due to
survey incompleteness. In general, individual scores on most measures improved from
pre-program to post-program and were maintained at follow-up two weeks later.

Self-Esteem

• 6 of 8 increased scores
• 3 maintained at follow-up

Depression

• 6 of 8 decreased scores
• 5 maintained at follow-up

Anxiety

• 5 of 8 decreased scores
• 4 maintained at follow-up

Figure 1. Gains made by program participants with regards to self-esteem, depression, and anxiety.
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The following figures (Figures 2-4) illustrate pre-, post-, and follow-up scores for
self-esteem, depression, and anxiety for each participant. Seven points were added to
each anxiety score (one point for each question) in order to graphically represent scores
of zero. In other words, a score of seven represents an actual score of zero on the
Generalized Anxiety Disorder-7 scale.

Self-Esteem Scores by Participant
35

Self-esteem Score

30
25
20
Pre
15

Post

10

Follow-Up

5
0
1 (6)

2 (9)

3 (7)

4 (6)

5 (8)

7 (2)

8 (4)

9 (5)

Participant (Weeks Walked)

Figure 2. Self-esteem scores by participant at pre-program, post-program, and two weeks follow-up. A higher selfesteem score represents a higher level of self-esteem.
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Depression Scores by Participant
60

Depression Score

50
40
Pre

30

Post

20

Follow-Up

10
0
1 (6)

2 (9)

3 (7)

4 (6)

5 (8)

7 (2)

8 (4)

9 (5)

Participant (Weeks Walked)

Figure 3. Depression scores by participant at pre-program, post-program, and two weeks follow-up. A lower
depression score represents fewer depressive symptoms.

Anxiety Scores by Participant
30

Anxiety Score

25
20
Pre

15

Post

10

Follow-Up
5
0
1 (6)

2 (9)

3 (7)

4 (6)

5 (8)

7 (2)

8 (4)

9 (5)

Participant (Weeks Walked)

Figure 4. Anxiety scores by participant at pre-program, post-program, and two weeks follow-up. A lower anxiety
score represents fewer anxiety symptoms. Seven points were added to each score in order to represent scores of
zero.
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Questions included on the post- and follow-up surveys regarding the participants‟
perceptions of how the program influenced aspects of their mental health provided
additional insight into the perceived effects of participation in the mentor walking
program. When rated on a scale from one to ten, with one being “no improvement” and
10 being “great improvement,” all post-program participants felt that the program
improved the way they thought about themselves (mean = 7.50, SD = 1.414), improved
feelings of sadness and loneliness (mean = 7.38, SD = 1.847), and improved feelings of
worry, nervousness, and fear (mean = 6.88, SD = 1.727). Participants also viewed this
program as extremely helpful to women in the future who reside in transitional housing
(mean = 9.63, SD = .744).

DISCUSSION
This pilot program was developed as a low-cost means of addressing the physical,
social, and mental health needs of homeless women living in a transitional housing
facility. The program consisted of nine program participants and nine volunteer mentors
who were matched based on convenience and met for weekly walks. The average
number of weeks walked over the course of the eight-week program was 5.33, with some
walking more than once each week. Formative evaluation of the pilot program informed
changes that needed to be made to improve the intervention in the future. A preliminary
assessment off the effects of the program on mental health outcomes indicated the
program had the desired effect on aspects of participants‟ mental health. Moreover,
participants‟ perceptions of the program were positive suggesting that this program may

99

have practical significance for rural mental health providers serving low-income or
homeless women.
Analysis of focus group and interview data, as well as data provided in response
to open ended questions on the post-survey revealed several benefits of the program. The
most valued aspect of the program, according to participants, was having someone with
whom to talk. Participants felt it enhanced aspects of their mental health. Women
indicated that having a trustworthy and non-judgmental adult with whom to talk was
important, in part, because prior to the program they lacked a source of positive and
trustworthy social support. The social support of homeless individuals is often eroded
(Fitzpatrick, La Gory, & Rtichey, 2003) which in many cases can lead to feelings of
isolation and depression.

Social support can serve as a mediating factor between

undesirable life events such as homelessness and depression (La Gory, Ritchey, &
Mullis, 1990); this warrants the use of peer or social support in future mental health
promotion interventions, especially among rural individuals experiencing extreme
undesirable life events. Even though many participants had case managers and support
from various social service agencies around the community, the mentors offered a
different source of social support.

Mentors served as a non-professional and non-

judgmental outsider, and participants indicated they valued their stories, opinions, and
ability to listen.
A second important benefit of the program was an increase in participants‟
attitudes toward physical activity and self-care. Participants indicated that engaging in
physical activity and self-care was easier than they had previously believed. In addition,
participants were surprised about how well they felt after engaging in a weekly walk with
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their mentors. This shift in attitudes is promising as according to health behavior theory,
attitudes toward a behavior greatly influence whether an individual will continue to
engage in that behavior. Physical activity is important among a population that is at an
increased risk for feelings of depression and anxiety. As mentioned previously, the
mental health benefits from physical activity have been well-established in the literature.
Analysis of focus group responses also provided insight into potential barriers to
program participation that should be addressed in future peer mentor walking programs.
Participants and key informants discussed tangible resources that may inhibit a woman‟s
ability to fully participate in the program if unavailable. These resources included
childcare and transportation. In general, when women were motivated to participate in
the program, they took the steps necessary in order to acquire adequate childcare and
transportation. In other words, if women wanted to participate, resources were available.
According to the Theory of Planned Behavior (Ajzen & Fishbein, 1980), intention
to engage in a particular behavior is influenced by behavioral attitudes, subjective norm,
and perceived behavioral control. In general, participants of this program had a positive
attitude toward and highly valued the outcomes of participating in the mentor walking
program. They were surrounded by individuals who supported their participation in the
mentor walking program, and many believed they had the abilities and resources needed
to participate in the program. It was apparent that when one of these three factors was
lacking, intention was influenced, and participants often neglected their walks or dropped
out of the program.
Given the small sample size of the pilot program, it is not surprising that
measured gains in mental health were not statistically significant. Even though the results
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were not statistically significant, the potential for practical significance should not be
ignored. Post-program and follow-up surveys revealed increases in self-esteem, and
reductions in depression and anxiety symptoms. Additionally, the perceptions of the
participants cannot be overlooked. Participants indicated the program had a positive
effect on aspects of mental health and seven of the eight women who completed the
program suggested the program would be very helpful in the future for women in
transitional housing as they strive to move into their own permanent housing.

Challenges
Several important challenges to successful completion of the program were
identified by the participants and key informants. While some participants successfully
met with their mentors at least seven of the eight weeks, others were not as successful for
a variety of reasons. First, lack of access to childcare sometimes served as a barrier. The
majority of women in the program were single mothers. If their children were not in
school during their scheduled walking time, they had to find appropriate childcare. This
was sometimes an obstacle as some of the participants were unemployed and could not
afford childcare. Subsequent implementations of the mentor walking program should
ensure the availability of childcare, either by hiring volunteer childcare providers or
providing vouchers to local day care facilities.
Second, the dependability of the volunteer mentors greatly influenced whether
participants and mentors would walk on a weekly basis. Those participants who walked
consistently over the course of the program had highly dependable mentors who did not
miss or reschedule walks; this allowed for a trustworthy relationship to develop. When
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mentors had to cancel a meeting, the participant-mentor relationship suffered. In a few
cases, mentors missed a meeting without notice which meant the participant was left
waiting at the meeting spot. Perhaps a more rigorous mentor selection process is needed
in order to verify that volunteer mentors will be dependable.

Future Recommendations
The assessment of this pilot program was limited by its small sample size and the
lack of a comparison group. Because the pilot test study took place in a mid-size city in
under populated Montana, the number of women in transitional housing that could
participate in the program was restrictive. However, one of the goals of a pilot program
is to explore the feasibility of an intervention on a smaller scale before spending the time
and resources to implement the program on a larger scale. The promising findings of this
pilot program assessment indicate the need for a larger scale program in order to fully
examine the effects of a mentor walking program on aspects of mental health. Moreover,
a control or comparison group should be employed in order to ensure that the positive
effects on mental health are a product of the program itself and not the extensive case
management, classes, and opportunities that women in transitional housing often access.
Additionally, the utilization of non-professionals in the health care arena should
continue to be researched. Non-professional volunteers are a low-cost and potentially
invaluable community resource. Because this program utilized non-professional
volunteer mentors, it has the potential to be implemented in a cost-effective manner
within a community-based setting. An important lesson learned from this pilot program
is that in the future, a rigorous selection process should be utilized in order to recruit only
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mentors that will be dependable throughout the entire course of the program. It is the
mentors that make or break the program; when mentors are not dependable, the
trustworthy relationship is not formed and participants do not see the mediating effect of
social support on aspects of their mental health.

Conclusion
The results of this pilot study suggest a positive impact for peer mentor walking programs
on the mental health of homeless women. Although further research is needed, peer
mentor walking programs may enhance mental health by increasing self-efficacy with
regard to coping with stress through physical activity and positive social relationships.
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Mentoring Agreement
Congratulations on your commitment to this program!
This form is designed to give both the mentor and mentee confidence in each other that confidentiality
will be respected, and that both are committed to developing a trusting relationship.

This agreement between the mentor, ___________________________________ and
the mentee (program participant), ___________________________________ will cover
the time period from January through April, 2012. After the program, confidentiality
will continue to be respected.
It is suggested that you meet on at least a weekly basis. Please specify when you plan to
meet, and how you will communicate with each other:
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
____________________________________________________
Confidentiality and trust are very important to the success of your relationship. Specify
how you will respect the confidentiality and trust of each other:
________________________________________________________________________
________________________________________________________________________
_________________________________________________________
Both partners agree to keep confidentiality and trust during this program.
___________________________________
Mentee’s signature

____________________
Date

___________________________________
Mentor’s signature

____________________
Date
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People Bingo! Find someone in the room who meets these characteristics:

FAVORITE
COLOR IS
GREEN

LIKES TO
GO FOR A
WALK

WAS
BORN IN
MISSOULA

LIVED IN A
DIFFERENT
STATE

LIKES TO
EAT
PANCAKES

LIKES TO
WRITE

FIRST NAME
DID NOT
STARTS
GROW UP IN
WITH A
MISSOULA
VOWEL

LIKES CATS
BETTER
THAN DOGS

FAVORITE
FOOD IS
ITALIAN

HAS KNIT
A SCARF

LIKES
CHOCOLATE

HAS TWO
KIDS

LIKES
MYSTERY
NOVELS

HAS
BROWN
HAIR

LIKES TO
GARDEN

HAS A
SIBLING

LAST NAME
HAS FIVE OR
MORE
LETTERS

DOES NOT
LIKE
VEGETABLES

RIDES A
BIKE

HAS A PET

LIKES TO
COOK

HAS SEEN A
BEAR IN
MISSOULA
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LIKES
MEXICAN
FOOD

READS THE
NEWSPAPER

Appendix C
Walking Log
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WALKING LOG
Week

Day

Time of
Day

Minutes
Walked

1 (1/22-1/28)

2 (1/29-2/4)

3 (2/5-2/11)

4 (2/12-2/18)

5 (2/19-2/25)

6 (2/26-3/3)

7 (3/4-3/10)

8 (3/11-3/17)
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Steps
Walked

Notes (who did you walk
with?, where did you walk?)

Appendix D
Participant Handout
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Appendix E
IRB Approval
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Appendix F
Participant Recruitment Form
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Are you interested in weekly
walks and a listening ear?
If yes, Walking on Sunshine may be for
YOU!
This new 8-week program was made just for women
in order to improve their health and wellness.
Interested women will be matched with a mentor
who will meet them for weekly walks at a time that
works well. The program will be evaluated to inform
future versions of the program.

Participants in the program will:






Be given a pedometer to track walking
Complete a survey before and after the program regarding aspects of wellbeing
Participate in a focus group regarding aspects of the walking program toward
the end of the program (and receive a $5 cash incentive as a token of
appreciation for your time and feedback).
Receive $5 cash for meeting with their mentor at least 7 of the 8 weeks of the
program.

If interested, fill out the information below and return it to your case manager or
Emily Williams!

_____________________________________________________________
Name _____________________________________________________________
Telephone Number__________________________________________________
Length of time at the Joseph Residence __________________________________

Will you be at the Joseph Residence through April, 2012?
⃝YES

⃝ NO
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PARTICIPANT INFORMED CONSENT
TITLE
Formative and Impact Evaluation of a Peer Mentor Walking Program for Transitionally Housed
Women
PROJECT DIRECTOR:
Emily Williams
The University of Montana

FACULTY SUPERVISOR:
Dr. Annie Sondag
The University of Montana

Department of Health & Human Performance
Performance
Missoula, MT 59812

Department of Health & Human

(406) 243-4211
emily1.williams@umontana.edu

(406) 243-5215
annie.sondag@umontana.edu

Missoula, MT 59812

SPECIAL INSTRUCTIONS
The language in this consent form may be new to you. If you read any words that are not clear
to you, please ask the person who gave you this form to explain them to you.
PURPOSE
The first purpose of this project is to develop and implement a peer mentor walking program for
homeless women living in a local transitional shelter. The second purpose is to conduct a pilot
study to evaluate the effects of this program on specific aspects of participants’ well-being.
PROCEDURES
Participation in this project is voluntary. You are asked to read and sign this consent form. If
you agree to participate you will be matched with a peer mentor to walk with on a weekly basis.
You will also be asked to participate in a focus group where you will be asked questions
regarding your perceptions of the program. This focus group will be approximately one hour,
and will be audio recorded for accuracy of responses. Additionally, you will be asked to
complete a pre-test and post-test survey addressing various aspects of your well-being. Time to
complete each survey will be approximately 20 minutes. Again, your participation in each
aspect of this project is voluntary.
PAYMENT FOR PARTICIPATION
You will receive $5.00 cash for participating in the focus group, and additional $5.00 cash for
completing at least seven weeks of the 8-week program.
RISKS/DISCOMFORTS
You may find some of the questions personal, you may feel you do not know the answer, or
some of the questions may make you feel uncomfortable. You are welcome to refrain from
answering any question for any reason or to discontinue your participation at any time. Contact
information for organizations
where you can receive confidential answers to your questions or receive more information
and/or support are listed at the end of this consent form.
(continued on back)
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BENEFITS
By participating in this project, your answers will help staff offer services and modify or develop programs
to address the well-being of women in transitional housing.
Additionally, at the start of the program you will receive new walking shoes and a pedometer to track
your walking. These items are yours to keep.

CONFIDENTIALITY
All information collected during the focus group and from the surveys will be confidential. Researchers
and interviewers will avoid recording any identifying information. They will not use your name or any
other identifying information in reports or any other materials related to this study. Specifically:
o
o
o
o

The identities of all interview participants will remain confidential and will not be associated with research
findings in any way.
Audio tapes will be destroyed as soon as they are transcribed.
No information related to participants’ identities will appear in the transcription of the audiotapes.
All the data collected during this study will be reported and examined as group data.

COMPENSATION FOR INJURY
The project team believes the risk of taking part in this study is minimal. However, the following liability
statement is required in all University of Montana consent forms:
In the event that you are injured as a result of this research you should individually seek appropriate medical
treatment. If the injury is caused by the negligence of the University or any of its employees, you may be entitled to
reimbursement by the department of Administration under the authority of MCA, Title 2, Chapter 9. In the event of a
claim of such injury, further information may be obtained from the University’s claims Representative or University
Legal Counsel.

VOLUNTEER PARTICPATION/WITHDRAWAL
Your decision to take part in this program is entirely voluntary. You are free NOT to answer any
question and to discontinue participation at any time. You also may withdraw from this project
for any reason without loss of the incentive money or any other benefits to which you are
normally entitled.

QUESTIONS
If you have any questions about the project now or later, you may contact Emily Williams at
(406) 243-4211 or Emily’s faculty supervisor, Dr. Annie Sondag at (406) 243-5215
If you have any questions about your rights as a participant you may contact the Chair of the Institutional
Review Board in the Research Office at The University of Montana – Phone (406) 243-6670.

CONSENT
I have read the above description of this project. I have been informed of the risks and benefits
involved, and all of my questions have been answered to my satisfaction. Furthermore, I have
been assured that any future questions I may have will be answered by a member of the project
team. I voluntarily agree to take part in this study. I am at least 18 years old. I understand this is
my copy to keep of this consent form.

________
Printed (Typed) Name of Subject

______________________
Subject's Signature

___________
Date

CONSENT TO BE AUDIO-RECOREDED
By signing below, I agree to be audio-recorded during the focus group regarding the peer
mentor walking program. I understand that these recordings will be deleted after transcription,
and that my name will not be connected to the data.
Signature: __________________________________________
Date: ______________
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Focus Group: Peer Mentors
LOCATION
The Joseph Residence Community Center
TIME
Approximately one hour
INTRODUCTION AND WELCOME





Introduce topic of focus group: formative evaluation of the peer mentor walking
program. Looking for perceptions of the program, what works, what doesn’t work, what
is liked best, what is liked least, etc.
Honesty/no wrong answers. There are NO wrong answers to my questions. I am
interested in YOUR experience. All of your thoughts and comments are important.
Speak clearly. I am audio taping the session so that I may go back and clarify responses.
Also, please remember not to use your mentee’s name in order to protect privacy.
Confidentiality. I want to remind you that everything you say will be kept private.
Please respect the privacy of others by not discussing the content of this focus group
outside of this room after tonight.
ICE BREAKER
FOCUS GROUP QUESTIONS

(Use probing questions as necessary to delve deeper into a response)
Procedure Questions
1. How often have you been meeting with your mentee?
2. In what ways has the Walking on Sunshine mentor handbook been helpful? (show
handbook so they know what I am referring to) What would you add to the handbook?
Theory of Planned Behavior Questions
3. What do you think the participants are getting out of participating in the walking
program (what will the outcome or result be)? Probe: What are the physical, emotional,
social, and spiritual benefits?

a. How much do you think they value that result or outcome?
4. To your knowledge, does anyone support the women in their participation in the
walking program? Who are the people that support their participation?
a. How do the participants feel about these people? Do the participants care what
they think?
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5. What skills and resources do the participants need in order to participate in this
program? Do you feel like they have those skills and resources? Probe: What keeps them
from being able to participate in the program? (Barriers)

a. How important are these skills and resources in terms of being able to
participate in the walking program?
General Impression Question
6. In general, how satisfied have you been with the program? What could be done
differently in the future to improve the program?
a. Probe: With regards to program planner responsibilities, mentors,
communication, etc.
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Participant Focus Group Questions
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Focus Group: Participants
LOCATION
The Joseph Residence Community Center
TIME
Approximately one hour
INTRODUCTION AND WELCOME







Snacks available, and give each participant an envelope with $5.00 for participating.
Introduce topic of focus group: formative evaluation of the peer mentor walking
program. Looking for perceptions of the program, what works, what doesn’t work, what
is liked best, what is liked least, etc.
Honesty/no wrong answers. There are NO wrong answers to my questions. I am
interested in YOUR experience. All of your thoughts and comments are important.
Speak clearly. I am audio taping the session so that I may go back and clarify responses.
Also, please remember not to use your mentee’s name in order to protect privacy.
Confidentiality. I want to remind you that everything you say will be kept private.
Please respect the privacy of others by not discussing the content of this focus group
outside of this room after tonight.
Reminder that they signed informed consent at beginning of the program. Participation
is voluntary and they are free to leave at any time and keep their $5.00.
ICE BREAKER
FOCUS GROUP QUESTIONS

(Use probing questions as necessary to delve deeper into a response)
Procedure Questions
7. How often have you been meeting with your mentor? How often do you walk on your
own, or with friends, family, children?
8. In what ways has the Walking on Sunshine participant handout been helpful? (show
handout so they know what I am referring to) What would you add to the handout?
Theory of Planned Behavior Questions
9. What do you think you will you get out of participating in the walking program (what
will the outcome or result be)? Probe: What are the physical, emotional, social, and spiritual
benefits?

a. How much do you value that result or outcome?
10. Does anyone you know support your participation in the walking program? Who are the
people that support your participation?
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a. Do you care what these people think?
11. What skills and resources do you need to have to participate in this program? Do you
feel like you have those skills and resources? Probe: What keeps you or others from being
able to participate in the program? (Barriers)

a. How important are these skills and resources in terms of being able to
participate in the walking program?
General Impression Question
12. In general, how satisfied have you been with the program? What could be done
differently in the future to improve the program? Probe: With regards to program planner
responsibilities, mentors, communication, etc.
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Interview & Focus Group Contact Sheet
1. Age: _________ years
2. What is your relationship status?
⃝ Single
⃝ Married
⃝ Divorced

⃝ Separated
⃝ Widowed
⃝ Living with partner, not married

3. How many children do you have?
⃝0
⃝1
⃝2
⃝4
⃝5
⃝6

⃝3
⃝ 7 or more

4. What is the highest level of education you have completed?
⃝Less than high school
⃝ High school
graduate/GED
⃝Trade vocational school
⃝ Some college
⃝College graduate
⃝ Graduate/Professional school
5. Are you currently employed?
⃝ Yes
⃝ No
6. If you are not employed, do you have another regular source of income?
⃝Yes
⃝No
7. Which of the following represents your individual yearly income?
 less than $10,000
 $10,001 – 20,000
 $20,001 – 30,000
 $30,001-40,000
 $40,001-50,000
 More than $50,000
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Interview: Joseph Residence Staff
Members
Interview Date________________________
minutes)__________

Interview Length (approx. 20

Interview Number _____________________
__________________________

Interview Location

INTRODUCTION AND WELCOME




Remind staff members of the program and the purposes of this research.
Confidentiality
Honesty, and there are no wrong answers.

INTERVIEW QUESTIONS
Procedure Questions
13. What is your involvement with the participants of the peer mentor walking program;
what are your responsibilities in the peer mentor walking program?
14. To your knowledge, are mentors and participants meeting on a weekly basis? Are they
meeting more often? Is there an issue with either party not showing up at the
designated time/place?
15. To your knowledge, are participants walking more (than before the start of the
program) on their own or with other participants?
Theory of Planned Behavior Questions
16. What do you think the participants will get out of participating in the walking program
(what will the outcome or result be)? Probe: What are the physical, emotional, social, and
spiritual benefits?

a. How much do you think they value that result or outcome?
17. To your knowledge, does anyone support the women in their participation in the
walking program? Who are the people that support their participation?
a. How do the participants feel about these people? Do the participants care what
they think?

137

18. What skills and resources do the participants need in order to participate in this
program? Do you feel like they have the needed skills and resources? Probe: What keeps
them from participating in the program, or from being able to participate in the program?
(Barriers)

a. How important are these skills and resources in terms of being able to
participate in the walking program?

General Impression Question
19. In general, how satisfied have you been with the program? What could be done
differently in the future to improve the program? Probe: With regards to program planner
responsibilities, mentors, communication, etc.
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Walking on Sunshine
Survey

Instructions:
Please read each question carefully and answer to the best of your
ability.
Your identity will be completely protected and the answers you provide
will not be used against you in any way. Absolutely do not write your
name anywhere on this survey.

If at any time you decide you are not comfortable with a question or
completing the survey please do not hesitate to leave the question
blank or stop filling out the survey.

Thank you very much. Your time is greatly appreciated!

Code Number

Please circle the month you were born:
Jan.

Feb.

March April May June July Aug. Sept. Oct. Nov. Dec.
AND Write the first three letters of your mother’s first name: ___________
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Demographic Information
1. Age: _________ years
2. What is your relationship status?
 Single
 Married
 Divorced
 Separated
 Widowed
 Living with a partner, not married
3. How many children do you have?
 0
 1
 2
 3
 4
 5
 6
 7 or more
4. What is the highest level of education you have completed?
 Less than high school
 High school graduate/GED
 Trade vocational school
 Some college
 College graduate
 Graduate school/Professional school
5. Are you employed or do you have another regular source of income?
 Yes
 No
6. Which of the following represents your individual yearly income?
 less than $10,000
 $10,001 – 20,000
 $20,001 – 30,000
 $30,001-40,000
 More than $40,000
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Rosenberg's Self-Esteem Scale

STATEMENT
1.

I feel that I am a person of worth, at
least on an equal plane with others.

2.

I feel that I have a number of good
qualities..

3.

All in all, I am inclined to feel that I
am a failure.

4.

I am able to do things as well as
most other people.

5.

I feel I do not have much to be
proud of.

6.

I take a positive attitude toward
myself.

7.

On the whole, I am satisfied with
myself.

8.

I wish I could have more respect for
myself.

9.

I certainly feel useless at times.

Strongly
Agree

10. At times I think I am no good at all.
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Agree Disagree

Strongly
Disagree
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1. “Walking on Sunshine” was 8 weeks long. How many times did you walk with your mentor
during the 8 weeks? ________
2. How much do you think “Walking on Sunshine” improved the way you think about yourself?
1

2

3

4

5

6

7

8

9

Did not help at all

10
Helped a lot

3. How much do you think “Walking on Sunshine” improved feelings of sadness and
loneliness?
1

2

3

4

5

6

7

8

9

Did not improve

10
Improved a lot

4. How much do you think “Walking on Sunshine” improved feelings of worry, nervousness,
and fear?
1

2

3

4

5

6

7

8

9

Did not improve

10
Improved a lot

5. WHAT about “Walking on Sunshine” improved the way you think about yourself and feelings
of sadness, loneliness, worry, nervousness, or fear?
______________________________________________________________________________
______________________________________________________________________________
______________

6. How helpful do you think “Walking on Sunshine” would be for future women in transitional
housing?
1

2

3

4

5

6

Not helpful at all

7

8

9

10
Very helpful
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